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EFFICIENT, 
EFFECTIVE 
HEATING 


The tissue heating effectiveness of the carborundum-type infra-red element has 
been demonstrated in a study in which the following temperature changes were 
recorded 


Temperature Rise, Degrees C., After One Minute of Heating 


ENERGY**, GM, _ : MUSCLE MUSCLE MUSCLE 
Cal/Cm*/Mino SKIN SUBCUT. (4mm. depth) | (10mm. depth) | (15mm, depth) 


2.18 7.35 4.40 3.10 0.80 0.25 


**Radiant flux density at skin surface. " 

For a rich source of infra-red, use ZOALITE 

a Burdick Zoalite Infra-Red Lamp, 

with the famous Burdick Carbor- Infra-Red Lamps 
undum Element. Burdick Zoalite Infra-Red Lamps are 


Asch. Physical Medicine, 30:691-699 available in sizes suitable for office, 
(Nov.) 1949. hospital and home (Prescription Model). 


THE BURDICK CORPORATION, Milton, Wisconsin 


Please send me information on Burdick Zoalite Infra-Red Lamps. 


Doctor 
Address___ 
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Warren at fool Baths 


for gentle, safe, effective combined massage and heat therapy. 
The best method of heat application on extremities for hospital 
ard office use. 
“It is our clinical experience with over 3000 cases that this mode 
of treatment (whirlpool bath) gives the best therapeutic response. 
APPLICATIONS 


induce hyperemia 
for increased cellular 
response. 


e To relieve vascular and 
muscular spasm. 


e To remove obstruction 
and promote drainage. 


@ To allay pain by sedat- 
ing irritative conditions 
of nerves. 


Stationary Model JO-20 
Arm, leg, hip 

and lumbar region 

The WHITEHALL ONE MOTOR mobile whirlpool bath unit is the first mobile 

unit in which the 2 operations of agitation and emptying are combined into one* * 

—as compared with the cumbersome construction and operation of the 

ordinary “2 motor” mobile unit. 


MBER Ye THE ADVANTAGES OF THE WHITEHALL 


ONE MOTOR mobile unit are: 


e To restore the function Mobile Model JO-10 
of underpar organs or Arm, leg, hip and 
parts of the body. lumbar region 


* SIMPLIFIED CONSTRUCTION through elimi- 
nation of trovblesome motor” parts. 


* FASTER EMPTYING 
* LOWER PRICES 


Other features of WHITEHALL WHIRLPOOL BATHS 
are: High Pressure Jet, Double Action Pressure 
Control Valve, Auto-Counter-Balancer 


| WHITEHALL ELECTRO MEDICAL COMPANY, INC. 
| 19 Wall St. Passaic, N. J. 
| Please send me catalogue with detailed 
| description of full line of WHITEHALL Whirlpool 
J Soe | Units, reprints and additional information. 
Model JO-400 
WHITEHALL Hydromassage Whirl- 
pool Bath for Full Body Immersion 
Street 
*Currence, J. D., N. Y. State J. of Med 
48:2044, 1948 
**U. S. Patent No. 2555686 City Zone State 
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DUO-PULSATOR by fischer 


Presents the well- 

SINUSOIDAL 
CURRENTS 

in a Pulse Form 


Stimulation 


without 
If interested in Ultrasonics send for interesting data on the new 
FISCHER ULTRASOUND EQUIPMENT. No obligation. 


A. FISCHER & CO. 


517 COMMERCIAL STREET, GLENDALE 3, CALIF. &> 


> for descriptive literature 
Manufacturer of ELECTRO-THERAPY EQUIPMENT 


If you think she’s HOT 
. wait till you see my 


new L-F DIATHERMY. 


Beautiful ivory or wal- 
nutone finish cabinets. 
Flexible applicators and 
POWER TO SPARE. Most 
application set-ups made 
d in 9 seconds or less. 


American Cancer Society Model SW 660 Diathermy 
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AVAILABLE OPPORTUNITIES 


OCCUPATIONAL THERAPY: (a) to head rehab workshop for MW 
ey 176,000, new post, part of est community league program, $6000 
WANTED PHYS'CAL THERAPIS13: (a) Head dept, Reg. pref 
150 bed hosp, pilus small clinic across st, aff’! with hosp., excellent 
Patary end wertina cond.. beaut. nat! park location NW. (b) 
Reg. P.T.; 318 bed hosp, manutact. center MW, coll. twa. (¢) To 
head deot., 100 ved will expand, excellent facilities, near 
Ass't with public school PT. project, $4000 with differential, 
orthopedic center, 5 yrs exo required, Mich. (e) Reg P.T. 5 in 
dept, pleasant work cond.. Conv'l and orthopedic center, work as 
team for entire unit. $4200. MW. (f) Chief, new dept, 200 bed 
vol. gen’! hosp; New England resort twn. (g) Chief pref. reg: will 
fave experienced capable organize growing dept mostly out pt, 
clientele, therapy for polio, well eapt with all type units, hydro. 
diathermy, Burdick machine exercise eaot NW. (h) Opportunity 
Rehab. Cir. Chicago area. 


WANTED 


Registered physical therapist (female) for well 
established out-patient pre-school cerebral palsy 
treatment center; cerebral palsy training or ex- 
perience preferred*; forty hour week; good salary 
with annual increases; five weeks vacation with 
pay. For additional information and application 
write Miss Grace Roberts, Adm. Director, Cere- 
bral Palsy Treatment Center, 553 E. Town St., 
Columbus, Ohio. 


*Scholarship for special study in this field is 
offered. 


WANTED 


Physical Therapist to work with pre- 
school cerebral palsy children. Desire 
person interested in working in a 
rehabilitation team. Program affords 
all forms of therapy plus nursery- 
kindergarten education. Experience in 
cerebral palsy not necessary as we will 
train, Salary open; three weeks vaca- 
tion; legal holidays; nursery closed 
Christmas week. For information write 
Personnel Director, Michael Reese Hos- 
pital, 29th St. and Ellis Ave., Chicago. 


KNIFORKS 


Eating pleasure 
for the 
Handicapped 
Patient can sately 
cut and eat any 
food with ' 
hand. SPECIAL 
KNIFORK with 
NEW handie 
permits eating 
even without nor- 
mal use of hand 
Scientifically 
made of stain- 
less steel and 
heat resistant 
plastic, boilable 
Knifork $2 each, 6 for $10 
Special Knifork $2.95 each. 6 for $15.75. Specify right 
or lett hand. Guaranteed. Order trom— 


MOORE ENGINEERING CO. 


P.O. Box 19065 LOS ANGELES 43 


MOISTAIRE 
Heat Therapy Apparatus 


A Heated Environment of 
air saturated with water vapor based on 
the principle of dew poini control. 


Write, wire or call for 
Wlustrated Information 


The MES Corporation 


515 SOUTH AIKEN AVENUE 
PITTSBURGH 32, PENNA. 
SChenley 1- 7000 


By 
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Advertisers 


You 


Help 


Support 
Your 


Journal 


our th AR 
{ 
| 
{ 
| 
| 


Georgia Warm Springs Foundation 
GRADUATE COURSE 


Physical Therapy and Occupational Therapy 
in the Care of Poliomyelitis 


This course is open to graduates of approved schools 
in physical therapy and occupational therapy. Such 
graduates must be members of the American Physical 
Therapy Association and/or the American Registry of 
Vhysical Therapists and Occupational Therapy Associ- 
ation. 

Tuition: None. For Scholarship to Cover Trans- 
portation and Maintenance, Contact National Founda- 
tion for Infantile Paralysis, 120 Broadway, New York 
5, New York. 

Entrance Dates: First Monday in January, April, 
July and October. 

Duration of Course: The Course is divided into 
two parts: 

Part I. Over-all care of convalescent polio with 
particular emphasis and special training in muscle 
testing and muscle reeducation. 


Part Il. Particular emphasis and special train- A performer 
ing in functional testing and functional retraining. h ll 
Each Part lasts three months and only selected uncha enged 
students who have completed Part I will be admitted . . . 
to Part IL All students applying for Part I must be in its field eee 


willing to remain through Part II if selected. 
* for power (445 watts) 
* for time-saving convenience 


For Information Write: 


ROBERT L. BENNETT, M.D. 
Georgia Warm Springs Foundation 


WARM SPRINGS, GEORGIA mae LIEBEL-FLARSHEIM comeany 


CINCINNATI! 15, OHIO 
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THE MEDITRON COMPANY 


Golseth-Fizzell 
Constant Current Impulse 


Modern Instruments for Stimulator 


Electrodiagnosis and Electrotherapy 


We thank our host of friends who contributed so 
much toward the success of our exhibit during 
the 3lst Annual Session of the American Congress 
of Physical Medicine and Rehabilitation in Chicago. 


Information, brochures, and reprints sent on request 


THE MEDITRON COMPANY 


708 South Fair Oaks Avenue Pasadena, California 
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ly WAS AN APRIL NIGHT and the Marines. near Pan- 
munjom. were under heavy attack. In one of E 
Company's machine gun emplacements, Corporal 
Duane Dewey and his assistant gunner lay on the 
ground, wounded, A Navy Medical corpsman was 


giving them aid. 
Out of the Dark. Out of the darkness. and into the group, lobbed 


a live Red grenade. Although he was already seri- 
ously wounded, and in intense pain, Corporal 


\ Dewey pulled the aid man to the ground, shouted 
R | (| d a warning to the other Marine and threw himself 
d rena over the missile, 

“Ive got it in my hip pocket, Doc!” he yelled. 
Then it exploded. By smothering the blast with his 
own body, Corporal Dewey had saved his comrades’ 
lives. 

“Now that I’m back in civilian life,” says Cor- 
poral Dewey, “I sometimes hear people talk as 
though stopping Communism is a job only for our 
armed forces and the government. Believe me, it’s 
a job for you and me, too. And one way we can 
both do that job is to make our country stronger by 
making our own families more secure—through sav- 
ing and investing in United States Defense Bonds. 
Bonds are real protection—for my money!” 


* * * 


Now E Bonds pay 3%! Now, improved Series E Bonds 
start paying interest after 6 months. And average 3% inter- 
est, compounded semiannually when held to maturity. Also, 
all maturing E Bonds automatically go on earning—at the 
new rate—for 10 more years. Today, start investing in U.S. 
Series E Defense Bonds through the Payroll Savings Plan; 
you can sign up to save as little as $2.00 a payday if you wish, 


re 


Corporal 
Duane Edgar Dewey, VSMCR 
Medal of Honor 


Peace is for the strong! For peace and prosperity save with U.S. Defense Bonds! 
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TEC A \P The NEW portable low volt 
Therapeutic Generator 


providing Variable-Frequency 


Pulse and Tentanizing Currents 
with minimum sensation 


for muscle stimulation 
ion-transfer therapy 

muscle and nerve testing 

medical galvanism 


Versatile Simple to operate . . . only 3 
controls 
® Low in Price Literature and demon- 
e High in Quality stration at your request 


to Dept. A-10 
AC: Pulse frequencies in continuous 


Available and surging (6 to = surges 

er minut riab f 
on te 2000 TECA CORPORATION 
Currents: per second 


DC: Continuous 139 East 23rd St. @ New York 10, N. Y. 


Wy STILL THE IN MANY CONDITIONS 


a valuable aid in the 
treatment of various types of 
skin diseases— 
specifically on lupus vulgaris. 
And frequently has a 
beneficial effect in such 
conditions as acne 
vulgaris, eczema, psoriasis, 
psoriasis rosea and indolent 
ulcers. 


These are only a few of 
the conditions where ultra- 
violet is indicated. 


The Hanovia Luxor Alpine 
Lamp is useful in the office of 
every doctor whose practice 
includes obstetrics, pediatrics, 
internal medicine, dermatology 
or orthopedics. 

Four new authoritative treatises 
ff on ultraviolet free on request. 

Write Dept. 306-K 


| 


World's largest manufacturers of ultraviolet equipment. 
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HYDROCOLLATOR 
“MASTER UNITS 


FOR 
HOSPITAL 


ye 


No 
Wringing 
No 


Dripping Se 


30 MINUTES MOIST HEAT 
WITH EACH APPLICATION 


Local MOIST HEAT can most effec- 
tively be applied with the HYDRO- 
COLLATOR STEAMPACK. Simply 
heat in water, lift out, wrap in towel, 
and apply. Special heat retaining gel 
filler absorbs and holds water to give 
at least 30 minutes effective moist 


AND 
CLINIC 


WY 


6-Pack Model 88 


Automatically maintains a constant supply of 


heat with each application. Packs 
can be used over and over. Well 
designed to fit any body contour. 
Used in leading hospitals and clinics. 
——WRITE FOR LITERATURE AND PRICES— 


CHATTANOOGA PHARMACAL 
COMPANY, Inc. 


ready-to-use Hydrocollator Steam packs. Tem- 
perature is thermostatically controlled. Heated 
packs are easily taken to the patients, thus 
you can treat several patients at the same 
time. No need to transport patients to the 
heat source and await their turn. 

No plumbing connections. Simply plug into 
your electrical outlet. Sturdy, handsome stain- 
less steel construction. 


CHATTANOOGA 5. TENNESSEE 


No other medical periodical gives you such 
“wide coverage” in the field of physical medicine 


and rehabilitation as THE ARCHIVES 


If you are a teacher of physical medicine, a 
research worker, a physicist, or just a clinician— 
if you want to stay abreast of all that is new in 
physical medicine and rehabilitation — you must 
read THE ARCHIVES. 


Each month you will find in this journal informa- 
tive articles, constructive editorials, physical 
medicine news, announcement of new books and a 
wealth of abstracted material dealing with every 
phase of physical medicine and rehabilitation. 


AMERICAN CONGRESS OF PHYSICAL MEDICINE 
AND REHABILITATION, 
30 No. Michigan Ave., Chicago 2. 
Please find enclosed check for $7. () or bill me ( for one 
year’s subscription to the ARCHIVES 


{f you are not a subscriber to Tue 
ARCHIVES — send in your subscription 
today. Sample copy will be sent on re- 
quest. Subscription price $7.00 per 
year; Canada, $8.00; elsewhere, $14.00 
the year. 
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13.56-megacycle diathermy gives you 
truly efficient induction heating 


CABLE — Optional is 12-ft cable. 
Note how electrodes attach in rear. 


AIR SPACE—Also available: adjust- 


able air-spaced condenser electrode. 


CONTOUR — Fully adjust- 
able contour-following elec- 
trode is part of the basic unit. 


ELECTROSURGICAL (facilities 
are an integral part of the unit. 


And GE’s Model F Inductotherm provides it 
...Wwith 200 watts output 


It's vascular heat — not surface heat — that 
produces results in diathermy. That's why the 
Model F Inductotherm operates at 13.56 mega 
cycles — a frequency proven by test to give 
high efficiency in the heating of vascular tissue. 

Output of 200 watts 1s more than ample for 
all modern technics. You get a built-in reserve 
that insures long component and unit life utiliz 
ing any of the four facilities illustrated above 


Get all the facts on the Model F. You'll find 
it offers many outstanding advantages in con- 
venience, safety, speed and economy. See your 
GE x-ray representative or write X-Ray Depart- 
ment, General Electric Company, Milwaukce 1, 
Wisconsin for Pub, O-10. 
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The American Congress of Physical Medicine 


and Rehabilitation: Its Significance and Purpose 


WALTER M. SOLOMON, M.D. 


CLEVELAND 


This Presidential Address gives me an 
opportunity to express my appreciation 
for the honor of 
President, during the past 
I have served you well. The work has 
been pleasant and stimulating, the dis- 
appointments few, and the cooperation 


serving you as 


year. | hope 


youl 


and support from many sources most in- 
valuable and generous. ‘To all I offer my 
sincere and grateful thanks. 

I am proud to be a member of the 
American Congress of Physical Medicine 
Rehabilitation 
great and good men I have met during 
the past seventeen years, and because 
the organization has had far reaching 
and significant influence in the 
lishment and advancement of the prac- 
tice of Physical Medicine and Rehabili- 
tation. 

Our heritage is great. We owe much 


because of the 


estab- 


to the founders and early workers of 
this organization. It was these men, who 
not too many years ago, recognized the 
need of a special field in medicine with 
skills and techniques, that although not 
new, had failed to receive sufficient pro- 
fessional acceptance. As a result of the 
untiring zeal and persevering efforts of 
these pioneers, the specialty of Physical 
Medicine evolved. 

This organization was founded thirty- 
two years ago. From an humble origin, 
it has grown rapidly. Its initial objects 
have so steadily increased, that today 
they not only affect the aspects of the 
specialty of Physical Medicine, but other 
fields as well, Particularly important is 
the influence the Congress exerts in en- 
couraging physicians to accept the prac- 
tice of Physical Medicine and Rehabili- 
tation. Without a sufficient number of 
the specialty 


competent —physiatrists, 


Presidential Address; read at the Thirty-first 
Annual Session of the American Congress of Physical 
Medicine and Rehabilitation, Chicago, September 1, 


1953 
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loday the number 
of physiatrists is not adequate to fill the 
needs of institutions and that of prac- 
tice. This is complimentary, but also 


would cease to exist. 


alarming. Young physicians are now 
completing their training, so that the 
number of physiatrists is increasing; 
however, measures and interests should 
be found to accelerate the increase in 
number of well qualified physiatrists. 
The Congress, by its remarkable fune- 
tions and activities, cannot help but 
demonstrate the purpose and significance 
of the physiatrist. 

The Congress is an important force 
in acquainting other physicians and spe- 
cialists with the role that the physiatrist 
plays in the management of patients. It 
serves as a central point of the country 
for matters pertaining to Physical Medi- 
cine and Rehabilitation. Originally, edu- 
cational programs, demonstrations and 
various other efforts were needed to ad- 
vise and convince other members of the 
medical profession of the necessity of 
this specialty, and the advantages to be 
secured by the cooperation from physia- 
trists. Fortunately, this missionary stage, 
experienced by all specialties, has passed. 
We have now reached the stature where 
others seek our help and advice. We 
have come of age. However, much ap- 
propriate dissemination of information 
and creation of good will is still neces- 
sary, if misunderstanding and miscon- 
ception is to be avoided, A united and 
strong national organization can be a 
most potent power for more complete 
recognition and greater respect from all 
sources. 

Among the many functions of the 
Congress, four of them may be specifi- 
cally cited. These functions have aided 
in the past and continue to be dominant 
factors at present, in the advancement 
of Physical Medicine and Rehabilitation. 
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First, the annual meetings of the Con- 
gress: These sessions have changed tre- 
mendously in the past decade. The pre- 
both clinical and 
has reached a high level of 
The exhibits fur- 
nished ‘by the leading clinics, govern- 
and university centers 


sentation of papers 
scientific, 
excellence. scientific 
mental services, 
are a source of information about the 
latest developments in Physical Medicine 
and Rehabilitation. The Instruction 
Seminars are a notable contribution to 
these meetings; the sessions are eagerly 
attended by many individuals who find 
them an excellent means of becoming 
better informed about all the phases of 
the specialty. These annual sessions also 
serve as a meeting place for personal 
discussions between physiatrists, scien- 


tists, specialists from other fields, and 
other professional and non-professional 
persons. Here problems of mutual in- 


terest may be discussed. 

A second influence of conspicuous im- 
portance is our publicatidn, the Archives 
of Physical Medicine and Rehabilitation. 
It is recognized as one of the outstand- 
ing journals in this field. It is a source 
of reference for the latest and most 
authoritative material pertaining to 
physical agents and their application, 
and all phases of medical rehabilitation. 
Extolling the merits, accomplishments 
and progress of this journal is worthy of 
an address in itself. Today it is sufficient 
to state that it ranks high in advancing 
the prestige of the specialty. 

The third function was the role 
played by the Congress in establishing 
the American Board of Physical Medi- 
cine and Rehabilitation. The creation of 
a specialty board demanded, among 
other requirements, the existence of a 
strong and well represented organization. 
The American Congress of Physical 
Medicine and Rehabilitation is recog- 
nized as a society of such distinction. 

The fourth and last specific influence, 
but definitely not the least in impor- 
tance, is the part the Congress exerts in 
the guidance of technical personnel. The 
very nature of the practice of Physical 
Medicine and Rehabilitation demands 
the assistance of such personnel. None 
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but the naive will fail to give credit to 
the large number of capable and loyal 
therapists who contribute so much to the 
practice of good Physical Medicine and 
Rehabilitation. Very early in the exist- 
ence of the Congress, a small group of 
members recegnized the need of better 
trained and guided technicians. This led 
to the formation of the American Regis- 
try of Physical Therapy Technicians, 
now known as the American Registry of 
Physical Therapists. This move was 
appreciated and encouraged by the far- 
sighted and ethical therapists, since it 
was a factor which helped elevate them 
to a professional level. They became a 
part of the team in the care of patients. 
To most members of the Congress, a 
well functioning Registry is a vital and 
commendable obligation. The impor- 
tance the Congress maintains in the 
guidance and professional supervision of 
technical personnel, is acknowledged by 
other new ancillary groups who are 
seeking recognition and approval. Mem- 
bers of the Congress, comprehending 
their responsibility to their patients and 
to the profession, are demanding suffic- 
ient training and proficiency of these 
newer groups. Not until these new ancil- 
lary groups are capable of supplying the 
high quality of work furnished by the 
present accepted technical assistants, will 
they be recognized. 

Thus having considered the purpose 
of the American Congress of Physical 
Medicine and Rehabilitation, it is well 
to think of means in which its signifi- 
cance may be enhanced. A most potent 
factor would be to increase the number 
of members. The Congress should be 
enlarged so as to include all worthwhile 
professional and_ scientific individuals 
interested in the vast field of Physical 
Medicine and Rehabilitation. Obviously. 
every physiatrist should be a member. 
However, its membership should not be 
confined exclusively to physiatrists. Since 
the specialty of Physical Medicine and 
Rehabilitation cares for patients from 
practically every branch of medicine, it 
is essential to its advancement that it 
receive scientific and clinical informa- 
tion from all interlocking sources. Some 
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fear that the Congress will lose its iden- 
tity by inclusion of specialists and teach- 
ers from other fields—this is a restricted 
viewpoint and contrary to the purpose 
of the organization. Physiatrists must re- 
ceive aid from investigators in the basic 
sciences, and the cooperation from orth- 
opedists, neurologists, psychiatrists, in- 
ternists, and all other physicians. No 
specialty can operate in isolation if op- 
timal therapy is to be given to their pa- 
tients. The American Congress of Physi- 
cal Medicine and Rehabilitation is the 
natural meeting for all 
disciplines, 

Just as the American College of Sur- 
geons is the national organization that 
represents the various groups of physi- 
cians who are concerned with the surgi- 
cal aspects in the care of patients; the 
American College of Physicians includes 
many _ individuals interests are 
chiefly internal medicine. Thus the 
American Congress of Physical Medicine 
and Rehabilitation should be the group 
representing individuals, whose interests 
are centered on the use of the physical 
agents and rehabilitation forces, in the 
management of patients. The American 
College of Surgeons and the American 
College of Physicians do not limit their 
membership to physicians practicing a 
limited type of surgery or internal medi- 
cine exclusively; neither should the Con- 
gress restrict its membership to physia- 
trists. The American Congress of Physi- 
cal Medicine and Rehabilitation can 
humbly take its place with the older and 
larger organizations of surgeons and  in- 


place these 


whose 


ternists. Its prestige as yet is not com- 
parable to these two renowned organiza- 
tions, but with continued progress, sup- 
port, and the proper leadership, it will 
reach the prominence enjoyed by the 
aforesaid groups. The suggestion has 
been made that our name be changed 
to the American College of Physical 
Medicine and Rehabilitation. To change 
the name offers no serious problem— it 
has been done in the past. However, 
merely changing the name does not 
automatically bestow added distinction. 
The right to be accepted by the medical 
profession and the public, as a counter- 
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part to the American College of Sur- 
geons and the American College of Phy- 
sicians, demands definite obligations and 
accomplishments. An honor involves a 
responsibility that must be earned. This 
is understood by all sincere and con- 
scientious members of the Congress. 

Included in the group of the four most 
influential factors of the American Con- 
gress of Physical Medicine and Rehabil- 
itation for the advancement of the spe- 
cialty was the annual session. In addi- 
tion to this meeting, another means of 
increasing the significance of the organ- 
ization is the expans'on of its activities 
at the “grass roots” level. The Congress 
today has various regional groups. In 
many instances in the past, these groups 
have not been as constructive and in- 
fluential as might be desired. These sec- 
tions should be the representation of the 
Congress in that particular locality with 
all the responsib‘lities and duties of the 
parent organization. Occasionally the 
Section’s activity consisted of a scientific 
meeting which was too often hurriedly 
evolved and attended by a minority of 
members. The importance of such meet- 
ings is not to be minimized; however, 
additional functions can be employed 
which will also aid the field of Physical 
Medicine and Rehabilitation that may 
be most pertinent at the local level. Ed- 
ucation and indoctrination of the pur- 
poses and values of physical medicine 
and rehabilitation can be presented very 
effectively in regional groups. 

Today, a few of the larger cities have 
local societies of Physical Medicine and 
Rehab'litation which are independent of 
the Congress. Should similar groups be 
formed in other communities, wherever 
a group of physicians, not physiatrists 
exclusively, could be brought together 
to discuss physical medicine and rehabil- 
itation? And should all these local 
groups be affiliated in some manner with 
the national organization? All the ad- 
vantages for the sectional groups would 
be augmented at this local level. The 
national organization could support, but 
not necessarily control, the local socie- 
ties. Such a plan would be comparable 
to that of the American Medical Asso- 
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ation. The headquarters would be cen 
tralized The Sectional group would 
correspond to the state societies of the 
American Medical Association; and the 
local societies would operate with a pur 
pose similar to that of the county or- 
ganizations of the American Medical 
Association. This expansion of the Con 
vress should be studied as a future de 
velopment 

The functions of the American Con 
gress of Physical Medicine and Rehabil 
itation require the efforts of most of its 
members. Fortunately our organization 
includes many outstanding and brilliant 
physiatrists, scientists, teachers, and othe: 
great medical specialists. Fortunately, it 
also includes others of less fame whose 
efforts and talents are essential in fur- 
thering the aims of the group. Contribu- 
tions are expec ted from many. In mat- 
ters of research, not all members have 
elaborate laboratories at their disposal 
to carry on costly and time-consuming 
experiments. We can be truly thankful 
that certain clinics and centers have 
these facilities and utilize them with such 
notable success. Most all physic lans can 
be clinical investigators to the extent of 
their time and inclinations. Many more 
investigators are needed in the field of 
Physical Medicine and Rehabilitation 
who are good observers, and have the 
willingness to disseminate their knowl- 
edge to others. Let us hope that the var- 
ious centers and clinics will continue 
with their extremely important scientific 
investigations, but let us also encourage 
the modest and worthwhile endeavors 
from any and all sources 

A greater number of our members 
privilege, as well as 


should consider it 
an obligation, to attend the annual 
meetings and to participate more ener- 
getically in its various activities. Our 
members should also invite other physi- 
cians and interested persons to be our 
guests at these annual meetings. In addi- 
tion to attendance at the annual mect- 
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ings, other services and requirements ar 

ceeded, both impressive and humble 
Particularly important are the numerous 
ommiuttees which demand the time and 
energy of its members, The older com- 
mittees function well with their work 
and inspiration that permits the Con- 
gress to operate more effectively and 
progressively. Other committees have 
been recently formed lo help solve new 
problems; for example, the Committee 
on the Correlation of Physical Medicine 
ind Psychiatry; Committee to Study and 
Advance the Knowledge of Braces, 
Splints and Prostheses: Committee on 
Ethics; Committee on Rehabilitation 
Centers: Committee for the Coordina- 
tion and Integration of Physical Medi- 
cine and Rehabilitation in Geriatrics, 
and others. A certain number of mem- 
bers are appointed officially each year 
according to the Constitution to serve 
on these committees. However, every 
Congress member should consider it his 
or her responsibility to assist these com- 
mittees in every way. Committee mem- 
bers require and expect help from many 
members of the organization. A’ well 
established organization becomes strong- 
er when more and more members take 
a sincere and active interest in fulfilling 
its objec tives. 

The future of the American Congress 
of Physical Medicine and Rehabilitation 
is bright indeed. Its glorious past and 
present attainments are stimuli to greater 
accomplishments. To bask in the glories 
of the past is not enough. We must ex- 
pand our energies. We must increase our 
efforts to improve the knowledge of our 
facilities. We must apply this knowledge 
for the more perfect management of our 
patients. Our goal is set high as the or 
ganization associated intimately with the 
progressive and expanding specialty of 
Physical Medicine and Rehabilitation. 
We can look forward with confidence 
and hope to greater achievements in the 


future 
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Vocational Counseling with the Severely 


Handicapped 


WILLIAM M. USDANE, M.A 
NEW YORK CITY 


Introduction 


A severely handicapped individual 1s 


generally one who cannot be rehabili- 
tated through the usual procedures and 
facilities established for general com- 
munity use. He requires additional spe- 
cialized facilities and a combination ol 
services over an extended period of time. 
In this respect, it is hoped that this paper 
will imply throughout the concept of 
rehabilitation as a Composite science, 
“bringing into focus all of the various 
professional services required by a dis- 
abled adult to 


living.” 


achieve normal 

Vocational counseling provides an op- 
portunity for the counselee to grow in 
increased self-understanding of his inter- 
skills 


Through the vocational counseling pro- 


ests, aptitudes, and capacities. 
cess, the individual is able by increased 
insight to choose the training or retrain- 
ing commensurate with his abilities and 
interests; the objective being develop- 
ment of ability to secure suitable place- 
ment as a result of his developed skills 
in a specific vocational or occupational 
area: to follow realistic goals as a result 
of the permissive relationship of — the 
counseling process, and to progress pos'- 
tively through his increased understand- 
ing of himself. 

Previous treatment of the subject of 
counseling with the handicapped has 
concerned attitudes of the employer’, the 
vocational counselor’s role in a hospital 
setting’, standardized aptitude and inter- 
est testing’ and the values of the team- 
work approach in rehabilitation.” Other 
articles and discussions have stressed 
early vocational preparation for the very 
severely handicapped", community serv- 
ices for the severely handicapped’, indus- 
try’s role in rehabilitation’, and occupa- 


tional exploration in vocational counsel- 


ing.” Phe importance of these various 
topics is not to be minimized; but there 
is a constant need for additional sugges- 
tions or techniques in specific regard to 
counseling with the severely handicap- 
ped 

In many instances, for example, the 
vocational counseling of the severely 
handicapped becomes part of the habili- 
tation program rather than the rehabih- 
tation process. The severely handicapped 
adult with whom one is working is often 
the cerebral palsy or polio child of ye - 
terday, His work experience is a void, 


and his school environment is) usually 
with'n the protective atmosphere of the 
home. As will be pointed out, the narrow 
range of his experiences with occupations 
or occupational information as well a 
his very limited knowledge of employers 
or employees emphasize his tor 
habilitation rather than rehabilitation 
Habilitation of the severely handicap 
ped may even include travel directions 
through accepted landmarks in the city 
Recently 
one of the graduates of the Institute for 
the Crippled and Disabled’s Optical Me- 
Clas 
placement with a firm two blocks from 
New York. The 
had been attending the Institute for one 
had the last 
his nineteen years in lower Manhattan 
His ambulation was better than average, 
rode the 


was Erb’s Paralysis 


in which the counselee lives 


chanis was referred tor selective 


Fimes Square, traimes 


vear, and lived twelve of 


for he subways: his diagnosis 
He had never been. 
however, to Times Square, and another 
student was required to take him to the 
firm of the employer who had requested 
OL average 


had 


Phirtieth Annual Session of the 
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slow because of a protective familial at- 
mosphere, which somehow had excluded 
Times Square from his fund of experi- 
ences. 

The severely handicapped person may 
have incurred his injury through acci- 
dent or disease as long as ten years prior 
to his referral for rehabilitation. He may 
have developed a considerable amount 
of negative attitudes, and may have come 
to accept his physical limitations rather 
than making an effort to determine his 
rema‘ning potential skills or aptitudes for 
training or retraining. Vocational coun- 
seling again with these cases necessitates 
that the counselor pierce the resistance 
of the accumulated years of stagnation 

Although 80,000" workers are perma- 

nently disabled in industrial accidents 
each year, in 1950 only 7,000 of those 
cases received vocational rehabilitation 
services from the State-Federal Divisions 
of Rehabilitation, Funds are limited, and 
the various States work strenuously to 
the limit of their budgets as well as their 
resources. Of those 7,000, only 4.300 
were covered by workmen’s compensa- 
tion. Seven years was the averace time 
that had elapsed between the onset of 
their disabilities and the provision of 
rehabilitation services. The recent Janu- 
ary 25, 1952 Report of the Task Force 
on the Handicapped from the Office of 
Defense Mobilization states “there are 
too few places in which these services 
(composite elements of effective rehabili- 
tation) are actually brought together 
and effectively put to work in a common 
effort to serve an individual who is a 
handicapped person. It is here, in the 
ind‘vidual community, that the greatest 
opportunity exists to muster the full 
force of local talent and energy to meet 
the needs of the disabled and to bring 
them into the local labor force.” 

The purpose of this paper is to discuss 
certain aspects of counseling the severely 
handicapped, which may prove to be 
helpful to those participating profes- 
sionally in the rehabilitation process 
While the nature and method of each 
procedure is related professionally to the 
discipline of vocational counseling, an 
awareness of what other professional 
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team) members are attempting to accom- 
plish provides a more successful theater 
of operation in which the client is to be 
served by all in teamwork relationship. 
Dr. Frederick A. Whitehouse points out 
that teamwork in a total rehabilitation 
center “is a close 


multiprofessional 
union devoted to a common purpose 
the best treatment for the fundamental 
need of the individual.” Two aspects 
of vocational counseling with the severely 
handicapped will be covered: job-task 
assignments and role-playing. 


Job-Task Assignments 


lhe aptitudes and interests of the non- 
handicapped individual have been fairly 
well covered by a variety of tests readily 
available to the vocational counselor and 
guidance worker. Since World War II. 
the Veterans Administration Advisement 
and Guidance Programs have given con- 
siderable impetus to the utilization of 
aptitude tests, interviews, and other 
techniques in the guidance and counsel- 
ing field. The various State Employment 
Service Offices use the newly developed 
General Aptitude Test Battery, which 
covers various occupational fields. ‘The 
increased usage and popularity of test 
administation as well as the increasing 
coverage of aptitude skill areas 
through new tests by competent. users 
have added to the various means by 
which the individual can be aided in 
arriving at a more realistic vocational 
goal. 

Unfortunately, the usual standardized 
test, except for a very small minority and 
except for specialized research in the 
area of the blind and blinded, does not 
include norms or significant data which 
can be related to other severely disabled 
individuals. Such elements as speed, ad- 
justment, approach, use of two unim- 
paired hands, need for unimpaired vi- 
sion and others account for extremely 
low scores on these tests by the severely 
handicapped 

lo standardize existing tests for the 
severely handicapped would be indeed a 
difficult task. One would have to take in- 
to account the diagnosis, the degree of 
limitation, the length of time of dis- 
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ability, and many more variables. De- 
grees of injury and residual capacity are 
many. It would be difficult to classify 
scientifically for the majority of the ex- 
isting aptitude tests comparable groups 
among the different medical diagnoses. 

Perhaps more important, many tests 
have derived their standardization from 
the testing of large groups of workers in 
the occupational fields for which the spe- 
cific aptitude tests were devised. But for 
some of the severely handicapped, a 
single placement in one job area may 
be the signal achievement for that parti- 
cular handicapped group, In working 
with the vocational counseling of a wo- 
man of thirty-six with a right hemiplegia, 
I have often wondered how many others 
had been placed in the particular job 
area where she has had some success. 
Sustaining a severe aphasia, she received 
psychological retraining, social case- 


work, occupational and physical therapy, 
and sheltered workshop activity along 
with her vocational counseling. While 
she was capable of operating the Merrow 
sewing machine, which involves the uti- 
lization of only one hand and one foot, 


her interest lay elsewhere. She had been 
an excellent saleswoman at one of the 
most demanding department stores in 
New York City prior to her accident, 
which was five years before she was re- 
ferred for total services. Her recovery 
excluded the use of her right hand for 
fast writing; difficulty in mathematical 
concepts was also present. 

Her insistence upon seeking restaurant 
hostess work was not denied, however, 
when the professional team working with 
her recognized this need as an important 
one in her return to normal functioning. 
Within the framework of a permissive 
relationship, she progressed with her re- 
habilitation to a point where she was 
able to sustain restaurant hostess work 
despite existing aphasia. Physically she 
looked the part, and she was able to do 
this type of work with an understanding 
employer. 

But are there any other aphasic res- 
taurant hostesses? The problem of stand- 
ardizing a type of test which might in- 
clude occupations for aphasics presents 
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obvious problems immediately. Again, 
one considers the varying degrees of resi- 
dual impairment of any disease or in- 
jury, and the problem increases. In addi- 
tion, the Baruch Committee on Physical 
Medicine” indicated that one disability 
affected the individual’s entire behavior, 
his attitude, emotional responses, recrea- 
tional interests, family and social life. 
Emotional disturbances are sometimes 
precipitated by a severe, crippling acci- 
dent or disease ; or a personality difficulty 
may be aggravated by disease or injury. 

While many of the usual standardized 
manual dexterity tests, mechanical, and 
clerical aptitude tests are administered 
at the Institute, the results invariably 
reveal non-significant scores, Most skills 
demand the use of two good hands, and 
mechanical dexterity tests are in part 
predicated on that assumption. ‘The 
hand or arm amputee is thus at a dis- 
advantage. The hemiplegic or arthritic 
do poorly on the standardized assembly 
type tests. The cerebral palsy patients 
are bothered by poor cye-hand coordi- 
nation, or if they achieve correctly and 
accurately, do so at a pace hardly com- 
mensurate with the scores demanded by 
the tests for significant levels of achieve- 
ment in order to indicate suitable occu- 
pational fields. 

Mr. Jay O’Brien, at the Institute for 
the Crippled and Disabled, has devised 
a series of job-task assignments or work 
samples which are directly related to the 
various trades taught in the training 
classes at the Institute. The severely 
handicapped individual, during the 
counseling process, is referred to a Gui- 
dance Test Class, where for a period 
from two to four wecks he is given the 
the opportunity to explore his capacities 
and skills in such trades as jewelry me- 
chanics, optical mechanics, leathergoods, 
commercial art, welding, typing and 
switchboard, elevator operating and 
sheltered workshop tasks, as well as sew- 
ing machine work. Here, the client has 
the opportunity, under expert supervi- 
sion, to engage in the actual activity of 
the trade, utilizing the tools and the 
materials, sustaining an eight hour day 
standing or at a bench. Here, too, he 
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is experiencing the atmosphere of shop 
since he works with others and the ele 
ments of production and competition are 
present to some degree. The level ol 
achievement is placed,on a vocational 
rather than on a prevocational status 

By prevocational status is meant the 
atmosphere and environment of the oc- 
cupational therapy shop where the client 
works on a therapeutic basis rather than 
on a vocational one. Perhaps it should 
be pointed out that while the focus of 
prevocational work is vocational, the 
purpose is more therapeutic than in the 
Csuidance ‘Test Class, or in the actual 
training class. The prevocational atmos- 
phere allows essentially for the tolerance 
exploration and specifically prescribed 
therapeutic achievement of the severely 
handicapped. His products accomplished 
in the occupational shop may be superior 
to the work of a student in a training 
class. But how long did it take him to 
finish his work? How much individual 
attention was given him? Did he con- 
nect the work with a transfer of skills 
for outside competitive employment? 
These questions are not asked for any 
defense argument. Prevocational service 
is an integral part of the many services 
to be given the severely handicapped 
person during his total rehabilitation. But 
often the severely handicapped person's 
work at this stage may be interpreted 
vocationally to mean a return to employ- 
ment, when speed and production have 
not been considered. 

A hospital situation may not allow for 
a Guidance Test Class setup as will be 
further described. In the development 
of a rehabilitation center, a vocational 
training department would offer imme- 
diate class room instruction for the se- 
verely handicapped person upon the con- 
clusion of his Guidance ‘Test Class ex- 
ploration. The various trade training 
classes at the Institute for the Crippled 
and Disabled were specifically chosen 
because of the availability of placement 
on the outside for the severely handicap- 
ped person. The potential for success in 
any of the training classes is determined 
in the Guidance ‘Test Class 
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In the Guidance Test Class, the vari 

ous phases of each trade are broken 
down inte a job analysis of the various 
tasks or assignments of a total job to 
he completed, Initial job-tasks concern 
the utilization of the simpler tools of the 
trade. One guidance test has to do with 
aptitude for using a ruler. Strangely 
nough, many instances have been found 
where a client may have scored signifi- 
cantly high on a standardized test of 
arithmetic fundamentals, but his ability 
to use a ruler Correctly is sadly impaired. 
In most trades it is necessary to know 
how to read and use a ruler accurately 
and quickly. This accepted procedure is 
difficult for the former heavy construc- 
tion worker or laborer whose academic 
training was limited, or whose back- 
ground includes a foreign language difh- 
culty. In many cases where the adult’s 
childhood disease required home teach- 
ing, he may not have had the constant 
use of the ruler which daily attendance 
at public school usually provides. Such 
problems as these continually arise in the 
counseling process with the severely 
handicapped at the Institute but are 
only occasionally found in rehabilitation 
literature, 

In the Guidance ‘Test Class, each job- 
task prescription includes, on one side 
of the assignment the directions for the 
task: on the other side, illustrations are 
carefully presented, so that a minimal 
amount of instruction is necessary from 
the counselor. From these job tasks, the 
counselor has ample opportunity to ob- 
serve the individual’s ability to read and 
follow simple directions. Furthermore, 
he has the chance to observe work habits, 
work tolerance, and ability to sustain 
any set task. Perseverance and distracti- 
bility can be observed judged 
throughout the individual’s tryout in the 
Guidance ‘Test Class. ‘The room has the 
appearance of a training class, but each 
individual in the small group may be 
working on a different job task 

During the individual's stay the 
Guidance Test Class, his work includes 
a visit to the actual trade training classes 
which are on the same floor. In this man- 
ner, he has the opportunity to see the 
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class at work, observe the various types 
of projects on which class members are 
working, and receive a clearer picture of 
the physical demands of the work. He 
is also able to see any adjustments being 
made by those with varying types of 
disability who may be approaching ma- 
chinery or bench work in different ways. 
If there is any question in the Guidance 
lest counselor's mind about the capacity 
of the individual for a certain type of 
vork, he is tried out in the actual trade 
training course under the supervision olf 
the instructor in charge. ‘This is particu- 
larly true of the management of some ol 
the larger operating machines which may 
not be duplicated in the Guidance ‘Test 
Class. In the optical mechanics class, 
the machinery involved is of a_ large, 
stationary type, and individuals are usu- 
ally given their job-task assignments in 
the actual class 

Since the Institute for the Crippled 
and Disabled has its own Sheltered 
Workshop on the second floor, job-task 
assignments of this type are also included 
in the Guidance ‘Test Class procedure 
The Sheltered Shop tasks include collat- 
ing, pasting, packing, Merrow sewing 
machine operating for one handed in- 
dividuals, Singer sewing machine oper- 
ating, and assembly tasks comparable to 
light fac tory assembly on the outside 
Training is also included for shipping 
and receiving clerk, and clerical inven- 
tory work. 

Among other reasons, referral to the 
Sheltered Shop may be: (a) to build 
up work tolerance for placement in 
competitive work on the outside; (b) for 
training in either Merrow or Singer sew- 
ing machines: (c) for adjustment to 
light factory assembly work prior to out- 
side placement; (d) for ability to sustain 
work capacity and interpersonal rela- 
tionships with other workers; (e) for 
possible terminal employment for the 
marginal worker either because. of per- 
sonality problems, physical problems, or 
a combination of both, and (f) for 
a refresher course. The job task assign- 
ments for the Sheltered Workshop are 
carefully observed for rate of production, 


speed ol rlormance perseverance, and 
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the interest in, as well as aptitude tor, 
sedentary work of this nature. 

Judgment and appraisal of work per- 
formed in the Guidance ‘Test Class are 
based on five classifications: superior, 
above average, average, below average, 
and inferior. Placed around the walls of 
the Guidance Test Class room are many 
different examples of work in all of these 
categories. The individual can compare 
his work against these graded examples 
in order to test his achievement at any 
stage of his specific job task assignments. 

The classifications or criteria of ap- 
praisal are purposely fairly general. A 
rating of below average may not neces- 
sarily exclude someone from referral to 
a training class in that occupational 
area. Final decision is made only through 
a pooling of all information about the 
individual, not merely from his specific 
ratings in the Guidance ‘Vest Class. The 
results of the individual’s clinical testing 
by the clinical psychologist, the social 
study by the caseworker, the medical 
information from examination, the re- 
sults of physical and occupational ther- 
apy and the observation and vocational 
analysis by the vocational counselor are 
combined with any other information 
hefore any decision is finally made. Cer- 
tainly no professional discipline within 
a rehabilitation center can afford to dis- 
regard the wealth of information gath- 
ered by all who work with the client. 
The team of professional workers who 
have worked with the individual pool 
their findings for the most practical solu- 
tion, The individual becomes an impor- 
tant part of his planning, and his ability 
to function forward is utilized by all who 
are in professional touch with him, The 
decision vocationally is an integral part 
of the vocational counseling process 
through which the client’s thinking is 
crystallized into long range planning. 
Only through a dynamic interplay of in- 
terpretation and teamwork coordination 
can optimum results be achieved for any 
severely handicapped individual. 

The job-task assignment offers prac- 
tical application of the client's skills and 
potential capacity for achievement in 
the Institute’s trade training classes as 
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well as in its Sheltered Workshop pro- 
gram. Personality difficulties indicated 
in the clinical psychological testing or in 
the social case work approach may be 
revealed in aggravated fashion during 
the vocational exploration in Guidance 
Test Class. Physical limitations which 
may crop up during a full day’s period 
may not have revealed themselves during 
therapy sessions in the medical depart- 
ment. More and more the severely hand- 
icapped become aware of their residual 
occupational capacities rather than their 
physical limitations in the Guidance Test 
Class. And since the trades taught at 
the Institute were initiated because of 
placement opportunities in the New 
York City area, the severely handicapped 
are able to become a part of their own 
long range plann'ng, and can function 
on a mature, realistic, vocational plan. 

Guidance Test Class offers a vocation- 
al testing technique that is unusual in 
scope and guidance possibilities. In a 
total rehabilitation center offering voca- 
tional trade training, its value is exceed- 
ingly great. For application in other 
rehabilitation areas, six important sug- 
gestions are offered: (a) any guidance 
test class must be closely coordinated 
with the industries or trades of the sur- 
rounding vicinity; (b) the guidance test 
class should also be closely coordinated 
with trade or clerical training available 
in the nearby community, or available 
in the community to which the indivi- 
dual returns; (c) guidance test class 
should be of a dynamic nature, changing 
the types of practical job task assign- 
ments with the needs of the industrial 
community, or the needs of the available 
trade training classes in the community 
to which the severely handicapped will 
he returning; (d) guidance test class 
must be carefully coordinated with other 
professional disciplines so that the in- 
dividual may be seen as a whole person 

a dynamic, growing personality; (¢) 
the job-task assignments must be judged 
according to the trade or clerical de- 
mands, including a careful appraisal of 
speed, tolerance to the work, consistency 
of performance, and adequate produc- 
tion of a finished product: (f) guidance 


test class may not be an area for provid- 
ing practical testing in the professions 
which might involve long range school- 
ing plans prior to entry into the occu- 
pational field, and (g) a below average 
rating for the severely handicapped in- 
dividual may not necessarily rule out 
referral of the client to that specific 
trade training, for his achievement must 
he considered along with all phases and 
aspects of his potential capacities as well 
as his obvious limitations. 


Role-Playing 


Once the severely handicapped indivi- 
dual’s aptitudes and interests have been 
explored in the Guidance Test Class, and 
his decision has been made vocationally 
with the assistance of professional team 
members, his training begins, Very often, 
however, the results of the Guidance 
‘Test Class may indicate the need for 
additional prevocational assistance. 
When this occurs, the client receives 
additional therapy until it is felt that 
a vocational revaluation is in order. And 
then again through an interplay of pro- 
fessional information and interpretation, 
the individual reenters Guidance Test 
Class for more vocational exploration. 

Before completion of his training, con- 
siderable discussion is held with the 
trainee regarding his eventual placement 
in his chosen occupational area. The 
vocational counselor attempts to explore 
with him his feelings about placement, 
his confidence in his ability to sustain 
employment. practical problems 
such as working hours, salary, and em- 
plover-employee relations. It is at this 
point that the severely handicapped per- 
son's reaction to his disability may pro- 
vide a springboard for the technique of 
“role-playing.” In role-playing, there are 
a number of distinctive characteristics 
which will help the severely handicapped 
prepare for his job. interview with a 
prospective employer: (1) role-playing 
is concrete and realistic probably as 
close as possible to the actual situation; 

2) it is a flexible situation wherein the 
participants can change roles and par- 
ticipate in a wide range of situations, 
and (3) it stimulates participation and 
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affords an experience for the release of 
any feeling and tension in connection 
with the job interview and part of the 
job seeking process. Role-playing pro- 
vides an excellent opportunity for the 
severely handicapped to recognize their 
deficiencies in interview situations, al- 
lowing them to profit by errors in ap- 
proach, in thinking, and in action, Their 
motivation or lack of it may be easily 
discernible in their approach to an em- 
ployer. Their inability to make a simple 
appointment by telephone with pro- 
spective employer may be an_ initial 
stumbling block. 

Miss L.. twenty four years old, had 
sustained a severe attack of poliomyelitis 
when she was three. She had received 
only home instruction but was graduated 
from high school, At the Institute she 
had progressed from a wheel chair to 
crutches and braces and was graduated 
from the Office Practice Class with pro- 
ficiency in stenography, switchboard 
operation and office machines. After 
her Guidance Test Class exploration and 
her training which followed, she had also 
received some job training in some of 
the Institute offices as well as at the busy 
Institute switchboard. But she had had 
no actual work experience when counsel- 
ing proceeded toward selective job place- 
ment during her training period. 

The cornfortable atmosphere of the 
Institute had provoked little motivation 
toward desiring outside placement. But 
she had verbalized her willingness to at- 
tempt work in an office close to her home 
in upper Manhattan, where taxi trans- 
portation would not be prohibitive. Pre- 
vious vocational counseling had _ not 
brought to light her fear of the initial 
job interview. Her anxiety in this regard 
made it very difficult for her to function 
even in making the telephone call for 
the interview. The employer had asked 
that the applicant telephone for the ap- 
pointment so that he might be able to 
hear her voice. This was important, 
since some of her duties would be the 
use of the telephone for order taking. 

Despite Miss L’s practical experience 
with the switchboard over a period of 
three months, it was apparent that her 
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success on the board was due to her 
superficial contact with the users of the 
board. Then too, she knew many of the 
users of the board at the Institute, and 
the familiar sound of their voices was 
reassuring to her. 

The idea of role playing was suggested 
to her. She would phone me from the 
the next room, and I would act the 
role of the employer—she would merely 
play herself this time. This type of begin- 
ning of role playing is usually easier for 
one to accept at first. The following 
conversation showed that Miss L.’s fears 
about her ability to make an appoint- 
ment were well founded: 

Employer 

Miss L 

Employer 
this please 

Miss L (Silence) 

Employer May I help you 
wish to speak with me? 

Miss L° Yes 

Employer Perhaps you wanted to speak with Mr 
Jones 

Miss L No 


Employer: What is it you want’ I can’t hear you 
Miss L Could IT see you sometime? 


This ts Mr. Smith speaking 
How do you do 
This is Mr. Smith speaking. Who ts 


Hello? you 


The rest of the conversation was as aim- 
less as the above. Miss L. was discour- 
aged, but admitted that after the con- 
versation started the employer didn’t 


seem to say those things she expected 
him to say. But what were the things 
she expected him to say? Miss L. wasn’t 
too sure, but agreed that she might like 
to try it all over again. This time it was 
suggested that she be the employer, and 
say those things which she had expected 
him to say to her. Miss L. then became 
the employer and IT was to be the appli- 
cant-—or Miss L. The conversation went 
approximately like this: 


Employer This is Mr. Smith speaking 

Miss L This is Miss L. Mr. U. suggested that 

get in touch with you 

Employer Was that about a job’ 

Mirs L: Yes. I would like to make an appoint 
ment at your convenience to see you 

Kmployer Have you had any experience? 

Miss L: No, I haven't, but I did not think that 
experience was required 
Employer: Well, no 

typing speed? 
Miss L: Around 45 or 50 words 
Employer: And have you had any 
with a mimeograph machine? 
Miss L: Yes, I have run the one at the Institute 
very often 
Employer: 
Miss L: 
you. 


it really isn't. What is your 


experience 


When could you come up to see me? 
Any day that would be convenient for 
Employer : 


a. Would Thursday at 2 p.m. be all 
right? 


Miss L: Yes, thank you, that would be very fine. 

Employer: All right. I'll see you at that time 

Miss L: At 2 p.m. on next Thursday. Thank you 
very much 


For several days, role-playing with the 
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suthi- 


make her 


use of the telephone gave Miss L 
cient courage eventually to 
phone call to the employer with a feeling 


After this 


role-playing in the actual em- 


of satisfaction hurdle was 
taken 
ployer-applicant st t-up was worked on 
for some time. A seres of role-playing 
interviews finally gave Miss L. the ex- 
perience necessary for her appointment, 


and in the actual situation she survived 
the ordeal by getting the job 

We have 
the Institute for the Crippled and Dis- 
abled that although the 


capped individual has accepted voca- 


found again and again at 


severely handi- 
tional training or retraining, any discus- 
sion of job placement is accepted intel- 
until selective 


lectually only placement 


becomes a reality. and then any discus- 


sion anxiety provoking Frances 


Upham" carefully treats the meaning of 
illness, and the disabled individual's reac- 
tion to his physical limitations. She states 
that the whole experience of illness and 
care may stir up repressed fears of in- 


‘| he Mt 


when the severely handicapped indivi- 


adequacy fears are multiplied 


dual is faced with his return to the 
normal competitive world of work, which 
he may have left many vears ago at the 
onset of his illness: The severely handi- 
capped adult who has been handicapped 
since birth, is entering a strange world 
which presents unknown problems and 
terrifying adjustments 

The employer may not be as permis- 
sive and accepting as his associates in 
the family, the hospital, or at the reha- 
bilitation center have been, On the othe: 
hand, he may never have accepted the 
limitations of his disability, and may not 
be prepared for the level of attainment 
with which he must start. Light factory 
assembly work for the former well paid 
construction worker does not carry the 
financial return of his previous work 
Transportation difficulties beset the para 
plegic and the cerebral palsied, many of 
whom must use taxi service to and from 
work, These are only a few of the prob- 
lems 

As just pointed out, it has been found 
that in placement counseling with the 


seriously handicapped, it is the initial 
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interview with the future employer that 
s disturbing. The ability to answer ques- 


tions properly as well as ask them in- 


| 
telligently is far more a problem here. 
Those who have not accepted their dis- 
abilities sufficiently well to function 
maturely, sit awkwardly to hide defects. 
or keep a disfigured hand obviously hid- 
Cosmetic 


den during the interview. 


prostheses are only superficial aids in 
these moments of stress. These fears and 
ipprehensions cannot be dissipated pure- 
ly by a discussion of them. Role-playing 

especially helpful in allowing for a 
transition period between the classroom 
atmosphere and the reality of the inter- 
view situation 

Role -playing, however. should not be 
utilized indiscriminately. It may be ap- 
parent during the role-playing that the 
severely handicapped person may not be 
able to sustain employment — that his 
anxieties should be worked with inten- 
sively on an individual basis, or through 
group therapy with qualified professional 
The counselor 
hould be sufficiently alerted to the per- 
sonality problems and maturity level of 


personne] vocational 


the client to recognize that a seriously 
disturbed individual will not be able to 
adjust to job placement or an interview, 
much less to the technique of role play- 
ing. Again the total rehabilitation center 
services provide an atmosphere where 
the counselor can discuss with the psy- 
chiatrist, the psychologist, or the psy- 
chiatric social worker the personality of 
the severely handicapped individual 
liming is of the utmost importance. 

It is not meant to imply that the client 
passes from the Guidance Test Class to 


l rade 
placement, or from one stage of rehabili- 


Training directly to selective job 


tation to another without the assistance 
and interplay of other professional serv- 
ices. This interrelation of all services will 
serve to correct any poor timing in the 
long range planning and program of the 
handic apped. The _ individual 
must at all times consider himself an 
active participant in his planning. 
Through role-playing the individual 
has the chance to learn by activity, and 


severely 


to sustain sufficient experience for a 
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Carry over into tuality. Som surprising 
results have occurred during its use as 


a technique placement counseling 
with the severely handicapped. On one 
occasion, during an interview of role- 
playing. the girl secking the position re- 
quested of the prospective employer a 
two week vacation period prior to the 
start of the job, since she had just fin- 
ished her training course and wished a 
short rest period! During another role- 
playing episode, the interviewee men- 
that he 


work, and wondered what other 


tioned had never enjoyed his 
occupational area the employer might 


suggest he look into 


Summary 


An attempt has been made to high- 
light two tec hniques ol plans which have 
proved to be of value in the vocational 
counseling of the severely handicapped: 
job-task assignments and role-playing. 

Mr. Jay O’Brien at the Institute has 
devised a series of job tasks which are 
directly related to the 
taught in the training classes at the In- 
stitute. The severely handicapped in- 
dividual has the opportunity under the 
supervision of a vocational counselor to 


various trades 


engage in the actual activity of the trade, 
utilizing both the tools and materials. 
Work habits, work tolerance for a full 
day’s production, perseverance, distract- 
ability, interest and aptitude are among 
some of the aspects that can readily be 
‘Test 
Class in which the job task assignments 


observed through the Guidance 
are utilized rather than the standardized 
test batteries of aptitudes, skills and in- 
terests. The job task assignment offers 
a practical application of the client's 
skills and potential capacity for achieve- 
nent in the training class which may 
follow or the sheltered shop, unless a re- 
turn to the prevocational stage for the 
individual is indicated. 

It is that fon 


handicapped, role-playing can be a rich 


believed the severely 
experience as a technique in helping the 
severely handicapped prepare for initial 
employer interviews. The individual can 
learn from his own experience; his mis- 
takes are evident by the replies to his 
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statements; his success can be judged 
subjectively by his own feelings of attain- 
The 
proper timing for role-playing cannot be 
With the 


of all other professional services in work- 


ment at the end of the interview. 


underestimated. coordination 


ing with the severely handicapped, this 
technique can be cflectively utilized. 
The return of the severely handicap- 
ped person to economic usefulness has 
been the goal with which this paper has 
been most concerned. ‘There are ol 
course, other goals for these persons 
However, it is hoped that the two tech- 
niques discussed will be helpful to both 
relation- 


vocational counselors in their 


ships with their clients, and to other pro- 
fessional personnel in a better under- 
standing of their vocational problems 


References 


Annual Reports of the Institute for the 
Crippled and Disabled, New York City, 
Institute for the Crippled and Disabled, 
1948-49, p. 10. 

Jennings, Muriel: ‘Twice Handicapped 
Occupations. December, 1951, 

Fowlks, E. W.; Cooper, A. L., and 
Shumaker, L. K.: The Role of Voca- 
tional Adjustment in Rehabilitation 
Arch. Phys. Med. 33:137 (Mar.) 1952. 
Bennett, G. K.; Seashore, H. G., and 
Wesman, A. G.: Aptitude Testing: Does 
out’ in Counseling Practice? 
Occupations. May, 1952. 

Whitehouse, F. A.: ‘Teamwork, An Ap- 
Higher Professional Level 


Children. 18:75 (Dec. 


it “prove 


proach to a 
Exceptional 
1951 
Whitehouse, F. A.: When Voca- 
tional Preparation Start, Cerebral Palsy 
Review. January, 1951. 

Hamilton, K. W.: Community Services 
and the Blind. New QOutlook for the 
Blind. June, 1951. 

Newell, H. H.: The Role of 
in the Field of Rehabilitation. 
bilitation. December, 1951. 
Clyde J.: Occupational Ex- 
ploration. Occupations. January, 1951. 
Bie Gains for Rehabilitation Noted at 
Los Angeles Parley, New York Times, 
October 28, 1951, p. 66 

Whitehouse, F. A.: 
mocracy of Professions 
Children. 18:45 (Nov 1951 
Baruch Committee on Physical 
cine, Report on a Community 
bilitation Center, 1945. 

Wilson, Arthur Jess: The Emotional 
Life of the Il] and Injured. New York, 


Does 


Industry 


Reha- 


Lindley 


A De- 


Exceptional 


Leamwork 


Medi- 
Reha- 


| 
| 
t. 
8 
10. 
1] 
19 
13 } 


616 ARCHIVES of PHYSICAL MEDICINE & REHABILITATION Oct 1958 


Social Sciences Publishers, 1950. 

14. Upham, Frances: A Dynamic Approach 
to Illness. Family Service Association of 
America, 1949. 

15. Toeman, Zerka: A Soci-dramatic Test 
from Group Psychotherapy, New York, 
Beacon House, i945, p. 161. 


16. Chapman, Elwood N.: Role Playing in 
Cooperative Retail Training Class. Oc- 
cupations. February, 1951. 

17. French, John R. P., Jr.: Role Playing 
as a Method of Training Foremen from 
Group Psychotherapy, New York, 
Beacon House, 1945, p. 172. 


Coordination of Plastic Surgery and 


Physical Medicine in the 


Paraplegic Patient 


CHARLES S. WISE, M.D. 
and 


GORDON 5S. LETTERMAN, M.D. 
WASHINGTON, D. 


Much has been written concerning the 
management of decubitus ulcers in the 
paraplegic patient.’”** Little mention is 
made, however, of the complete coopera- 
tion and coordination between physiatrist 
and plastic surgeon necessary to treat and 
rehabilitate the paralyzed person. Pro- 
longed bedrest and restriction of activity 
is physiologically and psychologically de- 
leterious to the paraplegic patient, Un- 
fortunately plastic surgery, and particu- 
larly that requiring multiple procedures, 
necessitates long periods of relative im- 
mobility. Inactivity can be definitely 
minimized and physical reconditioning 
achieved by a well planned medical and 
surgical program." 

Problems of combined responsibility 
have been clarified by a review of our 
experience in the clinical management of 
well over one hundred paraplegic pa- 
tients. Many of those cases have required 
multiple plastic surgical procedures. The 
responsibility of solving these surgical 
problems must be shared first, in the 
design of skin flaps and grafts; second, 
in the timing of each plastic surgical 
procedure, and third, in carrying out 
physical rehabilitation between opera- 
tive procedures. 


In the design of plastic repairs, certain 
basic physiologic and anatomic principles 
exist. These fundamental surgical con- 
siderations can and must be fitted into 


the total scheme of repair; this has as 
its prime consideration the total rehabili- 
tation of the patient. When this view- 
point is adopted, plastic surgery becomes 
a type of reconstructive surgery neces- 
sary to equip best the severely disabled 
patient for his rehabilitation goal. 
Every pressure sore does not require 
surgical intervention. Small superficial 
ulcerations and, indeed, even most deep- 
er decubiti will very gradually granulate 
and epithelize under ideal circumstances. 
Nevertheless, once the skin continuity in 
a paraplegic patient has been interrupted 
and a decubitus ulcer ensues, it is neces- 
sary to decide to institute conservative 
therapy or to launch upon a program 
of surgical reconstruction. The following 
factors should be considered in planning 
each patient’s course; first, much hospi- 
tal time and nursing care may be saved 
by the early surgical closure of a large 
ulcer;* second, the attainment of a well 
healed wound at the earliest possible 
moment by surgical repair may stop the 
patient’s progressive disability and de- 
conditioning; third, decubiti which have 
healed by epithelization only to break 
down repeatedly following insignificant 
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trauma, should be repaired since constant 
wound stimulus may lead to excessive 
keratin formation and occasional malig- 
nancy,’ and fourth, areas that are to bear 
the brunt of the patient’s weight and be 
subjected to the bulk of daily trauma 
should be given the advantage of repair. 

Conservative therapy is indicated in 
dealing with early ulcerations in areas 
which will not long be the focal pressure 
point. For example, the skin over the 
elbow may break down during the early 
period of confinement to bed. There is 
little indication for repairing such an 
area when it can be anticipated that the 
patient will soon be up in a wheelchair 
and that not many weeks will elapse 
before he can be braced and ambulated. 
The anticipated rehabilitation goal is an 
essential factor in this decision. This fact 
has been very strikingly emphasized by 
the decreasing number of sacral ulcers 


that are seen today in contrast to ten 
years ago, At that time, the paralyzed 
man could anticipate spending the great- 
er portion of his existence on his back. 
Today this is rarely an acceptable goal 
for most paraplegic patients. Wheelchair 


existence bracing have brought new 
aspects to the pressure problem. A sacral 
uleér may be healed by conservative 
means. Though the surface is covered 
only by scar and epithelium in the com- 
pletely ambulatory patient, the area is 
thus no longer subjected to anything but 
minimum trauma. On the other hand, 
a superficial ulceration on the buttocks 
represents an adequate indication for a 
radical repair of the ischial areas if a 
prolonged wheelchair existence can be 
anticipated. Where bracing and standing 
will be minimal, a prophylactic removal 
of the prominent ischial tuberosities is 
usually indicated. Eventual bracing and 
ambulation necessitates certain specific 
considerations in the mapping out of any 
surgical reconstructive program. The 
removal of bony prominences and resur- 
facing with thick pedicle flaps of skin 
and subcutaneous tissue are indicated in 
those areas subjected to greatest daily 
trauma.” Spontaneous epithelization does 
not hold up in such areas. Even split 
thickness free skin grafts do not do well 
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in such regions. Flaps of skin to be used 
in repairing one area should not be taken 
from a zone that is later to be subjected 
to major stress and strain. Further, a 
split skin graft is best not removed from 
a region that will be rubbed or otherwise 
traumatized, The donoz site of such a 
graft heals by epithelization. 

The application of braces of various 
designs may cause pressure or irritation 
points that must be considered in skin 
flap design. It appears pertinent to re- 
view these principles as they apply to 
several types of more commonly em- 
ployed braces. Back braces of the Knight 
or Taylor design, with their rigid up- 
rights, may create pressure points and 
irritation over the sacrum. If the patient 
is to require this brace for upright pos- 
ture, then it is well to repair the sacral 
ulcer or the poorly epithelized surface, 
with a thick flap repair. A split thickness 
skin graft will not satisfactorily cover 
such an area. Semi-rigid corsets can be 
constructed and applied in some instan- 
ces so as not to cause any local areas of 
pressure. Epithelized surfaces may at 
times tolerate this minimal trauma. In 
general, a flap repair is indicated if a 
hack brace of any design is to be con- 
tinuously needed for standing. A pelvic 
band may produce pressure or irritation 
over the lower sacral areas as well as on 
the anterior superior iliac spines. Bony 
prom‘nences over the sacrum and even 
the iliac spines may have to be removed 
in such individuals. 

There is no contraindication to the 
removal of the ischial tuberosities even 
if it is determined that the patient is to 
be fitted with ischial weight-bearing long 
leg braces. Indeed, such a decision may 
constitute the indication for the radical 
removal of bony prominences in_ this 
area. Ischial weight bearing requires a 
large firm bulk of healthy tissue that is 
able to withstand trauma rather than 
any specific bony prominence. 

The exact position of the upper and 
lower thigh cuffs determine the design 
of repair to be used over the trochanters. 
Flaps definitely should not be shifted 
from those portions of the thigh over 
which the cuffs will press and rub. Fur- 
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thermore, it is important not to obtain 
split skin grafts from those parts of the 
thigh that will later be beneath a leather 
cuff. Calf cuffs, wherever possible, are 
probably best not used anteriorly. Break- 
downs over the tibia are often difficult 
to heal. Repair of these areas over the 
anterior tibial bone are technically difh- 
cult in the paraplegic. This is a difficult 
area to repair even in the otherwise nor- 
mal individual 


Fig. |—This patient shows sacral, ischial, and 
trochanteric reconstructive flap repairs so 
planned as to give maximum skin and subcu 
taneous tissue covering at the points of maxi 
mum pressure of the braces. Skin grafts have 
not been taken from any skin or brace pres 
sure sites. 


The patient depicted in figure | had 
plastic repairs of the sacral, ischial and 
trochanteric regions. The sacral flap has 
its base below, so that the grafted donor 
site lays over the gluteal muscles. Both 
ischial tuberosities have been removed 
creating a cushion effect in this area 
The trochanter reconstruction entailed 
removal of the bony prominence and 
resurfacing with a thick flap rotated from 
the groin. Vital areas have not been 
used as donor sites. Pressure points are 
gone. Areas receiving maximum trauma 
are covered with thick flaps 

After a decision has been reached con- 
cerning the details of design of various 
plastic surgical procedures, the physiatrist 
and plastic surgeon should cooperate in 
planning the timing of each procedure 
with respect to the patient’s overall re- 
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habilitation program. It should be 
tressed that the plastic repair of a 
decubitus ulcer is a major surgical proce- 
dure. Many patients require five or six 
operations, with the associated anesthesia, 
blood loss, and deconditioning necessi- 
tated by major surgery. In our experi- 
ence, hospitalization is considerably pro- 
longed and the results less successful if 
these procedures are attempted before 
the patient is placed on a rehabilitation 
and reconditioning program. Patients 
undergoing plastic surgical procedures 
do not do well postoperatively if they 
have been bedridden for months or years 
in a state of marked physical decondi- 
tioning. Wherever possible, therefore, 
bed exercises, selfcare activities and even 
ambulation are pres¢ ribed before major 
plastic surgical procedures are attempted. 
More rapid healing of the skin flaps and 
less hemorrhage have been observed in 
these patients than in cases where plastic 


repairs are attempted in the decondi- 


tioned, bedridden patient 

In planning plastic repairs on a_ pa- 
tient with multiple decubiti, the surgeon 
must consider many factors. The pre- 
sence of flexor spasm in the lower ex- 
tremities, for example, may make it im- 
possible to prevent pressure and irrita- 
tion over the sacrum during the post- 
operative period. ‘Thus, multiple teno- 
tomies or neurectomies may be indicated 
in order to remove spasm before plastic 
repair of the sacrum becomes feasible 
Attention must be given to other bony 
prominences, such as the trochanters or 
anterior iliac spines before attempting a 
sacral repair, This is necessary in the 
patient who will be restricted to side 
lying or face down position for several 
weeks postoperatively. In planning mul- 
tiple procedures, it must be borne con- 
tantly in mind that bony prominences 
in other areas will be subjected to greatet 
tress during the postoperative period 
This is particularly important if more 
than one area is repaired in one stage. 
For example, repair of sacral decubiti 
can be planned simultaneously with re- 
moval of the ischial tuberosities, since it 
will allow the patient to remain in the 
side lying or face down position. On the 
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CHART |: Program of total rehabilitation for a paraplegic patient. 


Major surgical procedures, physical training, self care 
activities, prevocational and educational objectives were 


carefully correlated. 
DATE OPERATION 


February Tenotomy, hip 


sacral ulcer 


March 


Debridement 


Sacral flap prepared 


April 


Sacral flap shifted 


May Neurectomy 


June Multiple tenotomies 


Exe. It. ischial tuberosity 


August 


Left hip flap prepared 


September Left hip flap shifted 


October Exe. rt. ischial tuberosity 


Sear excision, right thigh 


November 


December Left Achilles tenotomy 


Debridement, left hip 


January 


Closure, left hip 


other hand, simultaneous repair of the 
sacrum and trochanteric regions should 
be avoided since it precludes side or back 
lying position in the postoperative period. 

Genitourinary problems may influence 
the planning of plastic surgery. The pa- 
tient who requires genitourinary proce- 
dures, such as operative cystoscopy or 
transurethral resection, should not under- 
go sacral plastic repairs until the geni- 
tourinary surgery difficulties are cor- 
rected. Suprapubic cystostomies should 
be closed whenever possible before plastic 
repair of the back. The lithotomy posi- 
tion required in genitourinary surgery 
should be avoided during the postopera- 
tive period after sacral plastic repairs. 
Repair of the ischial decubiti in certain 
patients may be delayed until the general 
rehabilitation program does not require 
wheelchair activities for at least one 
month. 

In general, the plastic surgeon cannot 
treat the decubiti of any paraplegic pa- 
tient without a full knowledge of the 
entire medical, surgical and rehabilita- 
tion program for the individual patient. 
The complexity of medical and surgical 
problems which must be coordinated in 
a paraplegic patient is illustrated in 
Chart 1. This patient underwent a total 


D. T. Paraplegic Age 17 


__ REHABILITATION STATUS 


Upper extremity and trunk exercises 


Self care activities started 


Educational prevocational program 


Braces measured 


Ambulation in parallel bars 


with axillary crutches 


Ambulation 


Ambulation with Loftstrand crutches 


Stair climbing 


Self care activities completed 


completed 


objectives 


Educational 


rehabilitation program in a period of 
more than one year, during which time 
fourteen major surgical procedures were 
required, It is to be noted that planning 
between the physiatrist and the surgeons 
enabled the patient to carry out the 
physical rehabilitation program simul- 
taneously with the medical and surgical 
treatment, thus saving many additional 
months of hospitalization. During this 
period, it also may be noted that the 
patient not only completed self care ac- 
tivities but also completed prevocational 
and educational objectives (chart 1). 
Finally, the physiatrist and_ plastic 
surgeon should cooperate in the interim 
care of the paraplegic patient requiring 
multiple procedures. Upper extremity 
exercises can be continued in almost all 
patients immediately after operation. 
Training the patient in simple self-care 
activities such as turning from side to 
side in bed preoperatively may simplify 
postoperative nursing care. In many in- 
stances, where large sacral or ischial re- 
pairs are carried out, the patient may 
begin ambulation activities long before 
being allowed to sit in a wheelchair. A 
week or ten days following sacral or 
ischial repair, many patients can be al- 
lowed to ambulate with braces between 
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parallel bars. This is made possible by 
shifting the patient from the prone posi- 
tion on the litter to the erect position in 
parallel bars, carefully avoiding any 
sacral pressure, friction or strain over the 
operative areas. By carrying out ambula- 
tion before the patient is allowed to sit 
postoperatively, postoperative decondi- 
tioning may be prevented. In these cases 
the patient may not be permitted to sit 
in a wheelchair for a month or longer, 
but during all of this period ambulation 
activities can be continued. In early 
ambulation of paraplegic patients follow- 
ing plastic repair of ischial or sacral re- 
gions careful attention must be given to 
the adjustment of the ischial thigh cuff 
on the braces as well as the back brace 
to avoid irritation or pressure over the 
recent operative site. 


Summary 


Plastic surgery in the paraplegic pa- 
tient, particularly in those patients re- 
quiring multiple surgical procedures, 
must be coordinated into the entire re- 
habilitation program, This requires close 
cooperation between the physiatrist and 
the plastic surgeon. The areas of over- 
lapping clinical responsibility which can 
best be met by the combined efforts of 
both members of the rehabilitation team 
involve first, the design of skin flaps and 
grafts, carried out with accurate informa- 
tion concerning the rehabilitation goal 
and details of the bracing requirements 
for each individual patient; second, the 
timing of each surgical procedure, made 
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with a knowledge of the overall rehabili- 
tation program for each patient, and 
third, modification of the physical reha- 
bilitation program between operative 
procedures, best carried out with the 
cooperation of the plastic surgeon, thus 
shortening the overall duration of hospi- 
talization. 
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Cutaneous 


Electrosurgery for the Treatment of 


Neoplasms 


ANTHONY C. CIPOLLARO, M.D. 


In every human endeavor there is 
room for differences of opinion. This ap- 
plies to medicine, and in recent years | 
have heard outright criticism of many 
physical agents used for the diagnosis 
and treatment of various diseases. The 
criticisms which have reached me were 
especially directed towards the use of 
electrosurgery. It has been alleged that 
electrosurgery is “messy surgery” and 
that it should not be used for the treat- 
ment of moles. This is the justification 
for presenting another paper on electro- 
surgery for the treatment of some benign 
and malignant neoplasms of the skin, 

Before launching on the main thesis of 
my presentation, I should like to refute 
what I believe to be faulty criticism of 
electrosurgery. It is true that wounds 
following electrosurgical procedures re- 
quire a longer healing time than do non- 
infected wounds produced with a sterile 
scalpel which heal by primary union. 
However, in treating lesions about the 
eyelids, ears and nose, the cosmetic result 
following electrosurgery is usually supe- 
rior to that following scalpel surgery. 
Electrosurgical technic often obviates 
hospitalization and the increased ex- 
penditures for the use of the operating 
room and the anesthetist’s fee. Some 
surgeons find high frequency currents 
very useful for the treatment of some 
cutaneous neoplasms. 

No one should take seriously the state- 
ment that the use of electrosurgery for 
the treatment of a benign tumor causes 
it to become malignant. There is no 
scientific evidence to substantiate this 
allegation. If cancer does follow the 
treatment of an ordinary brown hairy or 
hairless mole present since birth, then it 
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must be indeed a rare occurrence, espe- 
cially when you consider that practically 
every person has one or more moles 
scattered over his body. I personally have 
never seen this transformation even 
though I have enjoyed a large private 
practice and have been connected with 
the largest skin clinics in the world for 
nearly twenty years. 

I want to emphasize again that the 
transition of a mole to melanocarcinoma 
occurs rarely, if at all. When it is alleged 
that melanocarcinoma developed follow- 
ing improper treatment of a mole, the 
case has to be critically reviewed, It is 
more likely that an early primary mela- 
nocarcinoma or a metastatic melano- 
carcinoma was mistaken for a mole, The 
error is an easy one to make because the 
differential diagnosis between a malig- 
nant melanoma and a benign nevus is 
sometimes extremely difficult to deter- 
mine both clinically and histologically. 
It is always well when there is a shadow 
of a doubt to excise suspicious lesions 
widely with a scalpel or a high frequency 
electrocutting current and submit them 
to histological examinations. 

Success in treating cutaneous neo- 
plasms with high frequency electro- 
surgical currents depends upon the 
proper selection of the current. All ap- 
paratus are not suitable for performing 
all electrosurgical functions. Therefore, 
for optimal results, adequate machines 
are to be employed. It is essential that 
the individual who does electrosurgery 
bear in mind the distinct effects to be 
obtained from the cutting, desiccating, 
and coagulating circuits. The cosmetic 
result and the thoroughness of cure of a 
treated lesion depend upon this knowl- 
edge. Of importance also is the proper 
use of a curet when performing electro- 
surgical procedures. It is superfluous to 
mention that a knowledge of the simple 
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rudiments of surgery will prevent many 
pitfalls. A physician who does not know 
the nature of the disease should not 
attempt to perform electrosurgical oper- 
ations simply because he has in his pos 
session an apparatus designed for such 
procedures, 

Most cutaneous neoplasms can be 
adequately and satisfactorily destroyed 
with the electrodesiccating current and 
curettage under procaine anesthesia 
Some require the use of the electro- 
coagulating current, and a few of the 
more malignant neoplasms require the 
use of the electrocutting current. My own 
clinical experience indicates that a spark 
gap high frequency electrosurgical ap- 
paratus is to be preferred for the treat- 
ment of dermatologic disorders. When a 
physician undertakes the complete de- 
struction of a lesion, he should employ 
anesthesia, except for the tiny lesions 
which require a very short exposure. 

Many different cutaneous neoplasms, 
both benign and malignant, are amen- 
able to treatment with electrosurgery. 
The following alphabetical list is prob- 
ably incomplete: adenoma sebaceum, 
angioma, cutaneous horn, dermatofibr- 
osarcoma protuberans, epitheliomas, fi- 
broma, fibrosarcoma, granuloma pyo- 
genicum, kaposi’s sarcoma, keloid, kera- 
toses, lipoma, melanoma, myoblastoma, 
nevi, rhinophyma, veruccae, xanthoma 
and xeroderma pigmentosum. To illus- 
trate the method of treatment with high 
frequency currents, a few diseases will be 
discussed, 


Adenoma Sebaceum 


Adenoma sebaceum is only of cosmetic 
importance and it is therefore necessary 
in order to prevent scarring to treat the 
lesions with very mild instantaneous sur- 
face applications of the electrodesiccating 
current. It is best not to attempt to re- 
move these lesions at one sitting but to 
give several treatments at long enough 
intervals to allow complete subsidence of 
reactions from the previous treatment 


Granuloma Pyogenicum 


Granuloma pyogenicum usually 
manifested as a round or oval vascular 
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lesion resulting from a low grade pyo 
genic infeetion or from a foresgn body 
It resembles an angioma and sometimes 
it is to be differentiated from a mela 
noma, Electrodesiccation under procaine 
anesthesia offers the best method for the 
destruction of granuloma pyogenicum. 
The lesion is thoroughly desiccated from 
the surface, curetted and the base is 
then lightly electrodesiccated 


Rhinophyma 


Rhinophyma is not usually included 
among the cutaneous neoplasms, but oc- 
casionally the proliferation of the seba- 
ceous glands of the nose become so great 
as to give a lobulated appearance to the 
nose and in extreme cases the lobulation 
is so marked as to form a hanging tumor- 
ous mass from the tip of the nose. Such 
a mass becomes cosmetically disfiguring 
and mechanically interferes with inges- 
tion of food and drink. 

These large tumorous lesions can be 
pared away from the nose under local 
procaine anesthesia with the electro- 
cutting current, leaving behind the 
cartilage of the nose and a_ sufficient 
supply of sebaceous glands from which 
new epithelium is to grow to cover 
the nose. The oozing from the smaller 
bleeding blood vessels can be stopped 
with the electrodesiccating current and 
the larger blood vessels have to be 
tied off with cat gut, fine silk or der- 
mal suture material. It is well not to 
use a strong coagulating current because 
this might destroy too much of the cart- 
ilage or the remaining sebaceous glands, 
resulting in multiple perforations. After 
the operation, the area is covered with 
sterile petrolatum gauze dressings, which 
are changed daily. In about three weeks 
there is complete healing. 


Verrucae 


Different types of warts in various lo- 
cations require different methods of 
treatment, The minute digitate and flat 
multiple warts appearing in the bearded 
region may be treated by the use of a 
fine spark from the Oudin resonator. 
Because of the smallness of the lesions, 
the fineness of the spark and the short- 
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ness of the exposure, anesthesia is not 
Verruca 


diameter larger than 0.5 cm. and ver- 


necessary vulgaris having a 
not be treated 
without anesthesia. After sterilizing the 
skin with iodine and alcohol, 2° 
caine solution is injected beneath and 
around the wart: the lesion is then elec- 
trodesiccated and the dehydrated por- 
tion is removed with a sharp skin curet 


ruca plantaris should 


pro- 


or cut away with sharp pointed scissors 
The base of the lesion is then electro- 
desiccated. A gencral anesthetic of the 
non-explosive type is required when it is 
necessary to remove many lesions at one 
stting. Condylomata acuminata appear- 
ing on the genitals of cither the male 
or the treated in the 
vulgaris under 
either local or general anesthesia. How- 


female may be 


same Way as verruca 
ever these venereal warts respond very 
readily to topical applications of podo- 
phyllin 


Keratoses 


Keratoses are of several types. Those 
that the 


individuals with an 


trunk in 
oily skin and 
characterized by their multiplicity and 


by their loosely adherent yellowish scales 


appear on face and 


are 


are called seborrheic keratoses. These are 


the most benign of all the keratoses. 
When these lesions eventuate into can- 
cer, they are usually of the basal cell 
variety. The so-called senile keratoses, 


appearing on the backs of the hands 
and on the face of those 
age and in 


advanced in 
individuals who are 
exposed to the elements, such as farmers 


those 


and sailors. are more dangerous than the 
seborrheic type of keratoses. When these 
eventuate into a new growth they us- 
ually form squamous cell epitheliomas 
Arsenical which result 

long continued ingestion of ‘arsenic, 


keratoses, from 
also 
eventuate at times into squamous cell 
epitheliomas. It is therefore important, 
from the viewpoint of therapy, to know 
what type of keratosis one is treating 
The the arsenical keratoses 
require more radical treatment. 


senile and 


After procainizing the lesion, the hy- 
perkeratosis is removed with a sharp 
curet. At the same time, one determines 
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whether or not any malignant change 
has taken place. If no epitheliomatous 
nests are discovered, the surface is light- 
ly electrodesiccated. If the lesion shows 
evidences of malignant changes, it is 
electrocoagulated for about 0.5 cm. be- 
yond its limit, thoroughly curetted and 
the base heavily sparked with the desic- 
cating current. 


Nevi 


A common mole which is raised, pig- 
mented, and hairy is looked upon by 
many as a disfigurement, Patients in in- 
creasing numbers are seeking relief from 
this common condition. When using 
electrosurgery for the cosmetic improve- 
ment of this condition, one should em- 
ploy the fractional method of treatment. 
Without procainization the surface of 
the lesion is sprayed with a fine Oudin 
spark. After the reaction from the treat- 
ment completely subsides, which is in 
the neighborhood of about 20 days, a 
second treatment is administered. Three 
such treatments are normally sufficient 
to reduce a the level of the 
skin. If too heavy sparking is used there 
is the danger of obtaining a depressed 
scar and from a cosmetic viewpoint, this 
defect is as offending as the original 
mole, It is inadvisable to attempt to 
remove a benign mole in one treatment 
by the use of electrodesiccation, electro- 


mole to 


coagulation or by the cutting current, 
because this always leads to scar forma- 
tion. On covered portions of the body, 
it is well to destroy completely at one 
sitting under procaine anesthesia any 
mole which shows signs of growth or 
change of color. It is strongly advisable 
to have the nevus examined by a histo- 
pathologist for evidences of cancer or 
melanoma. 


Basal Cell Epithelioma 


There are three main types of skin 
cancer: the basal cell epithelioma, the 
squamous cell epithelioma, and the mel- 
anocarcinoma. Other cutaneous tumors 
seen less frequently are baso-squamous 
cell epithelioma, Paget’s disease, Bowen's 
disease, sarcoma, tumors which metas- 
tasize to the skin, and the lymphoblas- 


tomas. Each type of skin cancer 
treated differently and the prognosis of 
each is different. Hence the importance 
of recognizing the various types. Basal 
cell carcinoma is the most common type. 

The basal cell type of cancer appears 
mostly on the face and trunk of adults. 
They grow very slowly and cause no 
pain. The history which is usually elic- 
ited is that the first sign of any growth 
was the appearance of a small scaly 
area. The lesion extends gradually in 
size. As time passes on, the scab falls off 
leaving a small central depression which 
oozes and bleeds slightly until a new 
scab reforms. ‘Then the process begins 
all over again in several weeks. With the 
falling of each scab, the central ulcer- 
ated area gets larger. In the meantime 
the periphery of the lesion assumes a 
rolled raised border with a waxy or 
translucent color. This development may 
take several months to several years. 
However, it must be emphasized that the 
lesion becomes progressively larger. A 
neglected growth may invade important 
underlying structures and cause exten- 
sive destruction of tissue, with death 
from exhaustion, infection or hemor- 
rhage. It is doubtful that basal cell 
epitheliomas metastasize or originate in 
mucous membranes, They are radio- 
sensitive, but are amenable to other 
methods of treatment. 

There are many clinical varieties of 
basal cell epithelioma. Some of these 
varieties are the nodular, the papillary, 
the ulcerous, the deep, the flat, the 
cicatrizing, and the morphea-like types. 
All types have certain features in com- 
mon, the outstanding ones being those 
showing the pearly or waxy border with 
telangiectasia and the tendency towards 
central ulceration with peripheral and 
deep extension. 

What.does one do about a basal cell 
epithelioma? These lesions grow slowly 
and do not metastasize and so a variety, 
of methods of treatment are available. 
The choice of method depends upon the 
size and the location of the lesion, the 
clinical variety, and the state of health 
of the patient. The object is to destroy 
the lesion completely the first time it is 


624 ARCHIVES of PHYSICAL MEDICINE & REHABILITATION 


treated and with as little deformity as 
possible. Radical removal with resulting 
gross mutilations is not necessary. A 
smal] early lesion may be excised under 
local anesthesia or with electrosurgery 
and curettage, especially if the lesion is 
situated on the nose, near the canthi or 
the eyelids. 


The electrosurgical technic is simple. 
After procainizing the area, a portion 
of the lesion is removed with a scalpel 
for biopsy, then the whole involved area, 
including approximately 0.5 cm. beyond 
the visible or palpable margin, is electro- 
desiccated, This dehydrated tissue is then 
removed with a curet and the base is 
again electrodesiccated. One may excise 
with the electrocutting current the en- 
tire lesion, including a border of what 
appears to be clinically normal tissue. In 
one operation the tumor is removed and 
the specimen is preserved for histologic 
examination. The base is then curetted 
and electrodesiccated. In using electro- 
surgical currents for the treatment of 
cutaneous malignancies, one must not 
overlook the important role played by 
the proper use of the curet. 


The cosmetic result following such 
procedures is usually excellent. Under 
certain circumstances chemical agents 
may be used to destroy carcinomatous 
tissue according to the methods of Sher- 
well or Mohs. Therapy with x-rays or 
radium is particularly desirable in pa- 
tients who have systemic diseases or who 
are apprehensive and old and do not 
desire surgical procedures. All these 
methods yield excellent results if the 
cases are properly selected and the ther- 
apeutic procedure is carried out by an 
expert. Dry ice, caustics, partial removal 
using a galvanic current and all other 
half way measures are not to be em- 
ployed for the treatment of any malig- 
nancy, no matter how minor it may ap- 
pear to be. Removal of draining lymph- 
atics is not a necessary procedure for the 
treatment of basal cell epitheliomas, nor 
is it necessary to irradiate the gland- 
bearing areas. Those who have not had 
actual personal experience should not 
attempt to treat cutaneous malignancies. 
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Squamous Cell Epithelioma 

Squamous cell epithelioma, also called 
prickle cell epithelioma and epidermoid 
carcinoma, is a more serious lesion be- 
cause if it is neglected or mistreated it 
may metastasize and ultimately cause 
death. Most squamous vell tumors begin 
on the mucous membranes. Those that 
originate on the skin are usually seen 
on the exposed parts of the body and 
arise from a previously existing lesion 
such as a scar from a burn, senile or 
an arsenical keratosis, radiodermatitis, 
leukoplakia, cutaneous horn, or xero- 
derma pigmentosum. 

Primary cutaneous squamous cell 
epithelioma begins as a nodule or as a 
small, well-defined area of infiltration 
and may involve the scalp, ears, vulva 
and penis. Ulceration occurs early and 
the lesion is usually indurated. The mar- 
gins of the ulcer may be waxy and may 
suggest a rolled border as in basal cell 
epithelioma. The ulceration may be pro- 
liferative and granulomatous or even 
vegetative. As a rule there is but a single 
lesion; occasionally there are multiple 
lesions. Its evolution may be rapid, but 
in old persons, in scar tissue, and in 
malignancies of low grade, the develop- 
ment is slow. Metastasis follows the same 
rule. 

The treatment of a squamous cell car- 
cinoma is more critical. Because it is po- 
tentially more malignant than a_ basal 
cell epithelioma, more radical proced- 
ures are justifiable. The primary lesion 
has to be totally destroyed the first time 
it is treated and if there is any sus- 
picion that there might be node involve- 
ment, then adequate treatment of the 
draining lymphatics is indicated. There 
should be no delay whatsoever in in- 
stituting treatment once the diagnosis 
of a metastasizing epithelioma is made. 

Single small lesions which are pro- 
liferating and which have not been pres- 
ent too long can be destroyed with elec- 
trosurgery using the technic described 
for the treatment of a basal cell epithel- 
ioma. Larger lesions which show evi- 
dence of possible metastasis require total 
excision of the primary lesion and radi- 
cal node dissection. Older people who 


USE OF ELECTROSURGERY — CIPOLLARO 


625 


may be bad surgical risks because of age, 
systemic disease such as diabetes mellitus, 
or who are reluctant to have any surgi- 
cal intervention can be treated with 
x-rays or radium. For the treatment of 
most squamous cell epitheliomas with or 
without metastases surgical procedures 
are preferred. 


Melanocarcinoma 


Melanocarcinoma is the most malig- 
nant of all skin tumors, but, fortunately, 
is among the least common. These tu- 
mors sometimes have their origin in 
moles which have been repeatedly ir- 
ritated or which have been incompletely 
removed. The degree of malignancy may 
vary greatly in different individuals, ac- 
cording to one’s age and to the loca- 
tion and type of the lesion in which the 
tumors originate. They usually cause the 
patient’s death, but in children the prog- 
nosis is more favorable than in adults. 
Melanocarcinomas occur mainly in the 
white race and are more common in 
men. 

Melanocarinomas often begin as pin- 
head or pea-sized black, brown, or blu- 
ish papules or nodules. They may fe- 
semble blue nevi, epidermal nevi, pig- 
mented moles, and pigmented basal cell 
epithelioma. They may appear on any 
part of the body, but most often they 
are seen on the sole or some other part 
of the foot or around a fingernail. The 
lesion increases in size gradually and the 
pigment radiates in irregular fashion 
from the tumor. At this time, the region- 
al glands may become enlarged or there 
may be a second tumor in the general 
vicinity of the first one. The tumors or 
pigmented areas spread gradually over 
all of the skin surface and invade the 
lymph nodes, the spleen, the liver, and 
the central nervous system. By the time 
this occurs, melanin is found in the urine 
and the prognosis becomes hopeless. 
The course of melanocarcinoma is var- 
iable: however it usually follows a rapid 
course once activity is initiated. 

The pathologic diagnosis of tissue 
suspected to be melanotic is as difficult 
as is an exact clinical diagnosis. Some- 
times able pathologists differ as to 
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whether sections show benign or malig- 
nant pigmented growth. Clinic and his- 
tologic findings have to be carefully cor- 
related when the question of diagnosing 
a melanoma arises. 

The treatment of melanomas requires 
judgment based on experience. An 
heroic extensive mutilating operation is 
not the answer to the problem of ther- 
apy of these malignant neoplasms. Some- 
times it to let 


If there were a way of 


is more humane nature 
take its course 
knowing whether a particular melanoma 
is destined to metastasize by way of the 
lymphatics or by the blood 
ytream, then one could be more accurate 
in selecting the best form of therapy. 

Small lesions suspected of being mel- 


way of 


amocarcinoma can be removed by wide 
and deep excision either with the scalpel 
or with electrosurgery the 
excision of lymph nodes is also necessary 


Sometimes 
to bring about a In other words, 
all melanocarcinomas should be treated 
radically. The superficial cauterization 


cure 


or electrodesiccation of lesions of melan- 
ocarcinoma is this in- 


stance also, radiation is of questionable 


dangerous. In 


and limited value. Some physicians sug- 
gest removal of the lymph nodes when 
the melanocarcinoma is excised. Melan- 
ocarcinoma is such a serious disease and 
the mortality that in 
treating it a physician often is tempted 
to perform unnecessarily extensive oper- 
ations. Good results following the treat- 


rate is so high 


ment of melanoma are due to early diag- 
nosis and thorough destruction, either 
by electrosurgery or by scalpel excision 
of the primary lesion before dissemina- 
tion takes place. Perhaps the removal of 
all suspicious moles which are subjected 
to constant trauma is advisable as pro- 
phylaxis: but the should be 
done thoroughly by wide excision or by 
electrocutting 


removal! 
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Electrosurgery has been used for the 
treatment of dermatologic conditions for 
nearly thirty vears. During these three 


decades, medicine and surgery have 
made tremendous progress. Nevertheless, 
the 
unportart component parts ol the arm- 
the 


is difficult to 


electrosurgery is still one of most 


amentarium of dermatologist. In 


fact, it imagine how a 
dermatologic practice or a clinic can be 
conducted without electrosurgical equip- 


ment. 


Summary 


Electrosurgical currents are adequate, 
safe and efficient for the treatment of 
most benign and malignant tumors of 
the skin. Electrodesiccation is employed 
far more frequently than electrocutting 
or electrocoagulation and, therefore, a 
“spark gap” high frequency apparatus 
is more desirable than a “tube” machine. 
For the treatment of most neoplasms 
local procaine anesthesia is usually em- 
ployed. The use of the curet is an essen- 
tial part of the procedure of destroying 
cutaneous lesions with electrosurgery 
Rudimentary rules of surgical proced- 
ures and of antisepsis must be employed 
for successful results. It is seldom neces- 
sary to hospitalize patients treated with 
electrosurgery. 

The following tumors especially lend 
with 
adenoma sebaceum, angioma. 


themselves to treatment electro- 


surgery 

cutaneous horn, dermatofibrosarcoma 
protuberans, epitheliomas, fibroma, 
fibrosarcoma, granuloma pyogenicum, 
Kaposi's sarcoma, keloid, keratoses, lip- 
oma, melanoma, myoblastoma, nevi, 
thinophyma, veruccae, xanthoma and 
xeroderma pigmentosum. Some of these 
tumors may also be treated with other 


The detailed for the 


treatment of the more important tumors 


methods. technic 


has been outlined 


lontophoresis With Dye Substances, Inorganic 


Compounds and Organic Drugs” 


Experimental Studies 


Y. T. OESTER, M.D., Ph.D. 


and 
EDWARD P. O'MALLEY, M.S. 


CHICAGO 


Ihe introduction of drugs into the 
human body by means of electrical cur- 
rent has fascinated the medical profes- 
sion for more than a century. According 
to Turrell’, such a form of medication 
was described as long ago as 1747 by 
Veratti. Jones’ stated that Palaprat 
claimed to have introduced iodine into 
the tissues in this way in 1833. Franken- 
hauser® in 1898 was very successful in 
introducing many drugs into the body 
by the use of galvanic current. The gen- 
eral application of the theory, as a prac- 
tical exercise in therapeutics, must be 
credited to Leduc", 
papers beginning in 1900, brought it 
prominently before the medical profes- 


who, in a series of 


sion, 

lontophoresis can be defined as a 
movement of ions into tissue by the ac- 
tion of electrical current. It is contrasted 
with electrophoresis, which is a move- 
ment of colloidal substances in the pres- 
ence of an electrical charge. Within the 
past twenty years there have developed, 
in general, three schools of thought as 
to events taking place during iontophore- 
sis, based respectively on the following 
theories: 1) lontophoresis produces a 
purely local effect, Its penetration is 
not adequate enough to induce signifi- 
cant effects systematically Harpuder'’, 
Gunderson’, and Molitor’; 2) The sub- 
stance used in iontophoresis moves in a 
“tissue plane.” Its movement through 
the body of the subject is due to the 
electrical field set up between the two 
electrodes, and it follows this electrical 
plane more or less irrespective of biologi- 


*Read (by title) at the Thirtleth Annual Ses- 
sion of the American Congress of Physical Medi- 
cine, New York, N. Y., August 25-29, 1952 

tFrom the Department of Pharmacology, Stritch 
School of Medicine and the Graduate School, Loyola 
University, Chicago. 
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cal barriers Abramson’, and Walzer 
and Golan‘, and 
duces a systemic or remote effect. This 
involves the penetration of the substance 
into the blood stream and its subsequent 
distribution to all parts of the body - 
Frey”, Bourguignon", and Garb”. 

Because of this wide divergence of 
opinion regarding the effects of ionto- 
phoresis, and the striking absence of a 
controlled experimental appproach, it 
was decided to explore this subject ex- 
tensively. With this in mind decision 
was made to use dye substances, several 
inorganic compounds and selected or- 
ganic drugs for the investigation. 


Methods 


Adult male and female albino rats of 
the Sprague-Dawley strain were used in 
this study. The weight range of the ani- 
mals used was between 150 and 300 
grams. Pentobarbital anesthesia, thirty 
to fifty milligrams per kilogram, admin- 
istered intraperitoneally, was used for all 
experiments, 

The apparatus for iontophoresis con- 
sisted of two ninety volt batteries con- 
nected in series and with an ammeter 
and potentiometer for regulation of the 
current flow. A switch and the electrodes 
completed the circuit. This was used 
interchangeably with the Golseth Fizzell 
Constant Current Generator. The elec- 
trodes consisted of wire terminals bound 
around a piece of moistened cotton and’ 
attached to the body of the rat. For con- 
venience, the “driving electrode,” the 
electrode where the material to be intro- 
duced was placed, was attached to the 
front left foot of the rat. The “receiving . 
electrode,” the opposite pole, was at+ 
tached to the middle of the tail of the 


3) lIontophoresis pro- 


4 
~ 
+=. 
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Fig. | — Spectrophotometric curves of rat urine with and without eosin. In the ionto- 
phoresis experiments composite urine from six rats was used. 


animal, approximately twenty centime- 
ters from the point of application of the 
“driving electrode.” Five milliamperes of 
current for a duration of one hour was 
used for the application procedure. 


Dye Substance- Used 


Two different dye substances were 
used, a basic dye, methylene blue and 
an acid dye, eosin. Fifteen milligrams of 
the dye, dissolved in three milliliters of 
distilled water, were applied to the “driv- 
ing electrode.” In the case of methylene 
blue, the “driving electrode” was the 
anode. In the case of eosin the “driving 
electrode” was the cathode. In all ex- 
periments, samples of blood plasma, 
urine and extracts from the “receiving 


electrode,” taken at the conclusion of 
the experiments, were used in spectro- 
photometric examination for possible 
identification of the dyes. All animals 
were dissected, at autopsy after the ex- 
periment, to determine the extent to 
which visible distribution of the dye had 
been accomplished. Three such experi- 
ments were carried out with cach dye. 

The “receiving electrode” samples and 
the blood plasma samples in both series 
of experiments, were negative in spectro- 
photometric examination for the pre- 
sence of the dye. In the case of eosin, 
the urine was also negative. This is 
shown in figure 1. 

However, with the case of methylene 
blue, the spectrophotometric test indi- 
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Fig. 2 — Spectrophotometric curves of rat urine with and without methylene blue. In the 
iontophoresis experiments composite urine from six rats was used. 


cated the presence of methylene blue in 
the urine samples taken after the discon- 
tinuance of iontophoresis. Figure 2 illu- 
strates these results. 
Autopsy study revealed that methylene 
blue had penetrated the tissues in the 
region of the “driving electrode” to 
about a distance of one centimeter. In 
addition it had stained the underlying 
bone. Other tissues or areas gave no 
evidence of methylene blue staining (in 
particular the body area between the 
electrodes, and the area of the tail in the 
receiving electrode zone). In the case of 
eosin there was no extensive tissue stain- 
ing even in the region of the “driving 
electrode.” Here only a few millimeters 


of the underlying dermal tissue were 
stained. Similar experiments with dyes 
were performed, in which the poles of 
the electrical circuit were reversed. In 
these cases, the dye was therefore applied 
to the electrode which had the electrical 
sign opposite to that of the dye ion. In 
all of these instances no spectrophotome- 
tric evidence was obtained, indicating 
the presence of the dye in plasma, urine, 
or “receiving electrode” samples follow- 
ing iontophoresis. Autopsy examination 
did not reveal any extensive tissue stain- 
ing by either methylene blue or cosin, 
under these conditions, in which the 
“driving electrode” was of an opposite 
charge from that of the ion under study. 
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Table | Summary of results, after iontophoresis, of chemical tests for inorganic ions. 


) refers to negative results obtained using 


chemical test listed. Four animals were used 


with each chemical, all produced entirely negative results as shown 


KI CuSO, HeCl, 
Selected athode anode anode cathode 
electrode 
Blood plasma - - 
Urine - — -- 
Receiving 
electrode 
Chemical starch- o-tolidine SnCl, & curcuma 
test iodine (14) NH,SCN (14) aniline (14) paper (14) 
Sensitivity 5 ugms. 1.0 ugms. 5.0 ugms. 0.5 ugms. 
in piasma per ml. per ml. per ml, per drop 


Inorganic Compounds Used 


Experiments of a nature similar to 
those described in the use of dye sub- 
stances were performed using several 
inorganic compounds. ‘The collected 
samples were tested, after iontophoresis, 
by selected sensitive chemical tests. In 
this group of experiments, a total of 
twenty five milligrams of the individual 
inorganic compound, dissolved in five 
milliliters of distilled water, were applied 
at the “driving electrode.” The sub- 
stances which were used in this manner 
are listed in table 1. It is apparent from 
examination of this table that the chemi- 
cal tests which were used did not detect 
any of the iodide, copper, mercury or 
borate which had been applied by ion- 
tophoresis, in samples from blood plasma, 
urine, or the “receiving electrode” area. 


Organic Drugs Used 


The procedure for this series of experi- 
ments was the same as that for the 
previous group, except that no samples 
for spectrophotometric or chemical tests 
were examined, Instead, a pharmaco- 
logical, in vivo, test was used as an in- 
dication of the penetration and distribu- 
tion of the drug. In all these experiments 
and with each compound, the appropri- 
ate (same electrical charge) “driving 
electrode” was used at first and then an- 
other group of rats was used in which 
the electrode, where the drug was ap- 
plied, was of the opposite electrical po- 
larity to the charge on the active organic 
ion. Finally, the entire procedure was 
repeated without any electrical current. 
That is, no iontophoresis was used, but 
the drug was allowed to remain in con- 


tact with the electrode and the skin of 
the rat, in the same manner as when 
iontophoresis was used. With each of the 
four drugs, it was also determined in a 
series of rats, under the same pentobar- 
bital anesthesia, how much of the appro- 
priate drug was required by subcutan- 
cous injection to produce pharmacologic 
effects, in vivo, which were comparable 
to those pharmacological effects ob- 
served after iontophoresis. Each drug 
was applied to the electrode in four 
milliliters of aqueous solution. The drugs 
used, the total amount so applied, and 
the data from these experiments, are 
listed in table 2. 

‘Tubocurarine chloride U.S.P. was also 
used in a series of six similar experi- 
ments, using in one case three rabbits 
and in another three rats. In these ani- 
mals, the sciatic nerve was isolated and 
stimulated by electrical stimuli, approxi- 
mately forty per minute, during one hour 
iontophoresis using 100 units of tubocur- 
arine chloride. The resulting contrac- 
tions of the gastrocnemius muscle were 
recorded on a smoked kymograph. Fig- 
ure 3 is a representative record from 
such an experiment. It clearly shows 
the typical myoneural depression, as a 
result of systemic distribution of tubocur- 
arine chloride, and the subsequent re- 
covery of the normal pattern. 


Discussion 


Methylene blue dye, used in ionto- 
phoresis produced some systemic distri- 
bution. The presence of the dye in the 
urine after use of this agent indicates 
this. Such a finding is definite evidence 
of a “systemic effect.” Methylene blue 


. 

} 

te 

id 

3 

‘ 


ION TOPHORESIS 


OESTER and ()MALLEY 631 


Table 2—Summary of pharmacological results obtained after tontophoresis with organi 
drugs. Four animals were used for each drug, and similar results were obtained in all 


Drug Total mgms. 


applied 


Strychnine 9.0 
sulfate 
Picrotoxin 


12.0 


Nicotine 270.0 


sulfate 


d-Tubocurarine 


chloride 


was not detected in blood plasma in 
these experiments. This substance may 
have been present in concentrations that 
were too small to be detected by the 
methods used. 

Two 
two 


cations—copper and mercury, 
iodide and_ borate, 


not be detected by chemical means in 


anions could 


plasma, urine or “receiving electrode” 


Selected 
electrode 


anode 


anode 


anode 


anode 


Response Similar response 
from subcutaneous 
injection, in 
mems. per rat 


Tetaniec convul- 2.0 
sions 

Tonic-clonic 2.4 
convulsions 
Fibrillary twitch- 
ings of the skeletal 
muscles, slight gen- 
eralized convul- 
sions and rapid 
heart rate 

Severe respiratory 
depression, increas- 
ed threshold for 
stimulation of the 
sciatic nerve and 
later failure of 
muscle contraction 


60.0 


areas after iontophoresis. ‘This was true 
even though rather sensitive chemical 
were selected for use in the en- 
deavor to detect them, Eosin, a nega- 
tively charged dye, also did not appear 
to be present in either blood plasma, 


tests 


urine, or “receiving electrode” areas, In 
the case of the 
used 


organic drugs which 


were strychnine, tubocurarine 


IONTOPHORESIS WITH De TUBOCURARINE IN RABBIT 


Maximum galvanic shocks, 0 per min. to 
exposed sciatic nerve; gastrocnemius muscle 
responses recorded. 

A- Before iontophoresis. E- 60 min. 


Iontophoresis begun. 
15 mine 
C= 30 min. 
De LS mine 


Stop iontophoresis. 
Fe 75 mine 

Ge 90 mine 

Ke 105 mine 


120 mine 


Fig. 3 


| 
| 15.0 
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chloride, picrotoxin and nicotine—all 
four of these substances produced clear 
cut pharmacodynamic evidence of their 
systemic distribution 

Gordon and Darling” observed that 
the threshold values, to electrical stimu- 
lation of a suitable nerve muscle prep- 
aration, were not altered after ionto 
phoresis with tubocurarine chloride 
Therefore they believed penetration was 
limited. ‘They used six rabbits in thei 
experimental work 

The results reported here in regard 
to tubocurarine chloride are in contrast 
with these of Gordon and Darling. In 
our experiments the threshold values for 
electrical stimulation of the nerve muscle 
preparation of the rat and the rabbit 
were markedly increased finally 
abolished during iontophoresis with tu- 
bocurarine chloride (fig. 3). In addi- 
tion depression ol re Spiration and death 
ensued in some cases. This is a demon- 
stration of the systemic action of tuboc- 
urarine chloride introduced by jonto- 
phoresis 

Positive results were obtained when 
the electrode at the site of application 
of the chemical was of the same polarity 
is the electrical charge of the substance 
under jiontophoresi Similarly all 
cases, the experiments invariably re- 
sulted in negative results, when the in- 
appropriate electrode was used at the 
ite of application of the substance, that 
is, when the “driving electrode” was of 
opposite electrical polarity to that of the 
ionic Charge of the substance under ex- 
amination 

Certain evidence of general or sys 
temic effects was obtained, especially 
with organic drugs and one dye sub- 
stance which were used. From these re 
sults one would say, in general, that lo 
cal effects seem bound to occur. One 
can hardly envision indications of sys- 
temic effects without simultaneous pro- 
duction of local area effects. In general 
then, the results lend substantial support 
to the thesis that iontophors SiS produces 
a systemic result, as well as a specific 
local effect. There was no evidence that 
any “tissue plane” phenomenon was pro 
duced, although such an additional ef- 
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fect is not absolutely ruled out by these 
experiments. The negative results in 
tests for specific chemical substances, at 
the receiving electrodes, would tend to 
deny such an effect but not completely 
negate it. It is anticipated that experi- 
ments, designed to use radioactive ma- 
terials, will give more information on 
this point. 

It is believed that the appropriate ion 
is transported into the tissues, especially 
those below the skin, then taken up by 
way of the circulation and distributed 
systemically. ‘This result is quite similar 
to that seen or obtained following sub- 
cutaneous injection by hypodermic 
nee dle 


Summary 


lontophoresis studies in the rat, using 
five milliamperes of current for one 
hour, are described. Positive evidence 
of penetration and distribution in the 
body were obtained using methylene 
blue, strychnine, tubocurarine chloride. 
picrotoxin and nicotine, evidence 
for such penetration distribution 
was obtained using eosin, potassium io- 
dide, sodium borate, copper sulfate and 
chloride. 


Phe effects obtained with iontophore- 
sis are compared to those obtained fol- 
lowing subcutaneous injection. The ap- 
propriate electrode polarity appears to 
he essential for successful iontophoresis: 
that is, the electrode at which the active 
chemical ion is applied must be of the 
same electrical sign as the charge of 


that ion 
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BY BRACING IN 


SERRATUS ANTERIOR PALSY 


Report of Its Use in a Case of Serum Neuritis 


and Brief Review of the Syndrome 


ALLEN S. RUSSEK, M.D 
and 


MORTON MARKS, M.D 
NEW YORK. N.Y 


The range of motion, stability and 
strength of the arm as a lever depends 
in large measure upon the co-ordinated 
function of the scapula and its integral 
musculature. Since the range of motion 
at the gleno-humeral joint is less than 
180 degrees, the scapula must rotate in 
rhythmic relationship to the humerus 
when the latter 


head. The serratus anterior muscle is an 


is elevated above the 
important part of the mechanism which 
ensures controlled scapular rotation. 

The digitations of the serratus anterior 
muscle arising from the first, second and 
third ribs, inserting predominantly on 
the vertebral border of the scapula at its 
superior angle, draw the scapula for- 

Read at the Thirtieth Annual Session of the 
American Congress of Physical Medicine, New York, 
N. Y., August 26, 1952 

From the Departments of Physical Medicine and 


Rehabilitation and Neurology, New York University 
College of Medicine New York NO Y 


ward, increasing the reach and placing 
the arm clevators arising from it in a 
mechanically efficient position. ‘The digi- 
the fourth to. the 
cight ribs converge on the inferior angle 
of the vertebral border. These rotate the 
laterally 
scapula forward and stabilizing it when 


tations arising from 


inferior angle drawing — the 


the arm is raised in front of the body 
In conjunction with the rhomboids, the 


holds the 
against the thoracic wall. If cither or both 


serratus anterior scapula 
are paralyzec, the lower angle of the 
scapula projects as a “winged scapula.’ 


action of the serratus anterior, 


rhomboids otherwise Oppose — the 

Paralysis of the serratus anterior re- 
sults in difficulty or inability to raise the 
arm above the head, unless the trapezius 
and rhomboids can be adapted to the 


extra strain imposed upon them. It also 


6 
8. 
9. 
10 
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veakens scapulo-humeral rhythm, since 


the rhomboids alone must hold the ver- 


the 


In many cases Complete re- 


tebral border of 


che t 


scapula against the 
wall 


toration of function and preservation of 


houlde; girdle tability an be achieved 


by means of 
is Such ait 
ible 


pon ible 


specific therapeutic exer- 


achievement is not 


the 


stabilizing the 


pos- 


however. if other muscles re- 


lor scapula are 
involved in the distribution of the par- 
Such al 


there 


alysi well as those in 


which 
the 


an isolated paralysis of 


serratus anterior and in which ade- 


quate function cannot be restored, are 


severely and 
The 
result of an instability of the 
the 


hoids or a weak trapezius restricting ele- 


usually considered as per- 
is the 


apula due 


manently disabled disability 


to adduction by unopposed rhom- 


vation of the arm in front of the body 
Mechanical the 


acting on the humerus within 


muscles 
the 


maining range of motion usually follows 


inefficiency of 
re- 
Part of the lost function can be com- 
mechanical 

Although 


used 


pensated for, however, by 
the 
methods have 


stabilization of scapula 


many been SUCCESS- 


fully in individual patients, bracing of 
the scapula is considered difficult. Surgi- 
cal procedures have not afforded uni- 
formly good results. In recent years we 
have utilized a relatively simple scapular 
brace in a small number of cases of ser- 
the 


marked improvement in function pro 


ratus anterior paralysis. Because of 


vided by this brace, even in the presence 
of extensive shoulder girdle paralysis, the 
case history of a patient with an exten- 
sive cervical neuropathy and the details 
considered worth re 


of the brace were 


porting 


TABLE 


Muscle 

Left: 
Upper Trapezius 
Supraspinatis Fibrillations 
Deltoid Fibrillations 
Triceps 0 


Rest 


Unable to relax 


Right: 
Upper Trapezius o 
Rhombold Major o 
Rhombeld Minor 0 
Supraspinatus 
Serratus Anterior 
Deltoid 


Triceps Fibrillation 
Thenar Eminence 0 
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White man, thirty-two sears of 
een in the Out-Patient Depart 
Physical Medicine and 
January 16, 1951, with the chief 
mmplaint of marked impairment in funetional 
ibilittes involving the upper extremities. The dis 
attributable to serum neuritis following 
injection of tetanus antitoxin six months 


Case No. 4772: A 
a initially 

ment of the Institute of 

Rehabilitation on 


was 
ophylactlhe 
motor clemetits 
were the arm-trunk mer 
sed upon the weak rhomboid 
ibsent anterior 
shoulder 


externally 


functional specifically im 
harism on the right 
and the completels 
initiation of 
very awkwardly sub 
rotating the arm and 
deltoid and the long head of 
could not substitute for the 
ipraspinatus. The motion could not be 
for lack of proper fixation of the 
ial fixation of scapula ty the 


serratus 
tion in the right 
tituted for by 
ising the interior 
which 


Was 


the biceps 
sustained 

apula. On 
examiner 

as a substitute for the 

movements could be car 

the patient. To a lesser 
f functional disturbances 


degree i 


imilar pattern existed on 


he left side 


I he 


quite 


clinical features of this case were 
ol the 
common complication, serum neuritis. 
Stoldt’ in a the 
ported 180 cases of ne uritis after the use 


characteristic relatively un- 


review of literature re- 
of tetanus antitoxin, diphtheria antitoxin, 


streptococcus antitoxin, pneumococcus 
antitoxin, scarlet fever streptococcus an- 
titoxin, staphylococcus aureus vaccine 
and typhoid and paratyphoid vaccines. 
Doyle* lists but 


includes serum. 


many of these, also 
antimeningococcus 
Winkleman® has described it as follow- 
ing smallpox vaccination. Most of the 
reported cases, however, have occurred 
following the use of tetanus antitoxin.' 
Of forty-two cases reviewed by Allen’, 
twenty-six were due to tetanus antitoxin. 
The complication is now considered by 
most observers to be an allergic mani- 
festation, possibly due to a perineural 
edema producing a compression neuro- 
pathy 


The 


fairly 


clinical picture, as reported, is 
4a 
There 


in the vast majority of cases 


characteristi are two 
groups. (a 


the paralysis comes on with severe con- 


1—ELECTROMYOGRAPHY 


Slight Effort Maximum Effort 
Interference 

Interference 
Interference 


Diphasic Potentials 
o 


Potentials 
Potentials 


Complex 
Diphast 


Potentials Interference 


Diphas 
0 


0 
0 
0 
Diphasic Potentials luterference 
Triphasiec Potentials 
Diphasic Potentials 
Diphasic Potentials 


Isolated Potential 
Interference 
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urticaria or 
much 


stitutional symptoms of 
serum sickness, and (b) in a 
smaller group, allergic constitutional dis- 
turbances are absent. From three to ten 
days after the injection of serum, the 
general symptoms of serum sickness us- 
ually appear. Within a few hours to a 
few days after the onset of symptoms, 
extremely severe radicular pain usually 
occurs in the region of the shoulder and 
this is followed within several hours to 
two weeks by weakness of the affected 


TABLE 2—CHRONAKXIE 


Left 
deltoid 30 


Muscle 
Antertor 


Coracobrachialis 0.13 
Biceps 0.2 0.06 
Brachialis 0.3 0.2 

Pectoralis Major 0.08 0.07 


Serratus Antertor 
Supraspinatus 03 
Infraspinatus 
Rhomboid Major 
Khomboid Minor 
Latissimus dorsi 


0.07 
0.08 0.08 
Time in Sigma 


Diagnostic electrical studies, Including chronaxie 
measurements and electromyography were performed 
(tables 1 and 2). These presented evidence of a 
loss of innervation of the scapular fixating muscles 
with more marked involvement on the right side. 
There was some electrical evidence of re-innerva- 
tion in the left deltoid. It was recommended that 
the ratient obtain a special seapular brace (fig. 
| and 2) 


1—Anterior view of the patient with 


Fig. 
brace in position. 


mouths prior to our initial examina 
under intensive treatment with paren 
hydrochloride sedation, calcium 
hydrochloride (tolazoline hy 
baths, galvanic stimulation, 
massage, active and passive exercises. Slight im- 
provement occurred on the left, but the status of 
the right shoulder girdle remained unchanged 


In the sin 
tion, he was 
teral thiamine 
gluconate Priscoling 
drochloride), whirlpool 


No further treatment wis given, but the patient 
was reexamined monthly until October 1951, when 
he reported that the special scapular support had 


that he had 
which 


useful and 
funetion 


increasingly 
degree 


more 
of security and 


hecome 


leveloped a 


RUSSEK and MARKS 


Fig. 2—Posterior view of the patient with 
brace in position. Note the turned-in veretebra! 
border on the right side. 


approached without the ald of this 
possible for him to elevate 
completely above the 


could hardly be 
device. It was now 
the right upper extremity 
head at a straight angle, and he had considerable 
functional range of motion tn both arms to the 
extent that he now had an excelient working capa 
elty. 
part. Local muscular atrophy gradually 
becomes apparent. ‘The commonest site 
of the flaccid paralysis and atrophy which 
occurs is in the shoulder. The muscles 
most frequently involved are the deltoid. 
supraspinatus, infraspinatus, serratus an- 
terior and trapezius, although the tri- 
ceps, biceps, pectoral, and even the 
muscles of the forearm, hand, leg and 
foot, may be included, ‘Those innervated 
through the fifth and sixth cervical seg- 
ments comprise the largest percentage 
reported. ‘There is usually gradual im- 
provement over a period of four to six 
months. The paralysis seems to bear no 
relationship to the nature of the serum 
or the site of the injection 

The brace which was prescribed for 
this patient consisted essentially of bilat- 
with a 
the in- 


erally placed scapular plates 


turned-in vertebral border on 
volved side, joined by rigid crossbars 
Rigid, fitted brackets connect to a breast 
plate anteriorly. If winging is not com- 
pletely controlled a crossed strap waist- 
band, originating at the inferior angles 
of the scapular plates, can be added. A 
unilateral plate does not function as well 
as do bilateral plates. In addition, the 
latter type is more comfortable to the 
patient, and it is recommended that this 
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device be utilized even if the disability 
is unilateral. This brace is relatively in- 
any 
brace shop; it causes little discomfort. 


expensive, can be constructed in 
A very important feature to be noted is 
that the itself 


shoulder movement 


does not restrict 
When the patient 


arm is ele- 


is wearing the brace and the 


vated, (fie. the scapular plate as- 


sumes the proper position of the scapula 
at changing levels of arm elevation and 


holds the sé apula in that position 


Fig. 3—Posterior view of patient with elevated 
arm. Note shift in position of the brace. 


Summary 


Phe functional significance ser- 


of the 
fatus anterior muscle in the production 
of scapular stability is reviewed. A case 
which this muscle 


of serum neuritis in 


Was paralyzed 1s presented \ simple 
brace was designed to fix properly the 
scapula to the thoracic cage, markedly 
increasing the patient’s functional cap- 


The details of the 


given and the syndrome of 


abilities brace are 


serum neu- 


ritis is briefly reviewed 
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Discussion 


lor. O. F. von Werssowetz (Nashville, 
Penn In an isolated paralysis of the 
serratus anterior muscle, it is difficult to 
fix the scapula by bracing. This difficulty 
is partly due to the intricate mechanism 
of the shoulder joint, which is composed 
of four articulations. During 
movement, these are interdependent on 
one another, and any limitation in one 
will be reflected in the activities of the 
others. If the seapulo-thoracic articula- 
tion, Which is activated primarily by the 
erratus is eliminated 
from partaking in the shoulder motion, 
then the upper extremity is able to per- 
form forward flexion to approximately 
the serratus anterior is 


separate 


anterior muscle, 


100 degrees. 


paralyzed, then it produces a rotation 


scapula on its superior lateral 
angle, and the well-known picture of 
‘winged scapula” occurs. The result of 
this is a marked decrease in stabilization, 
a downward drag of the shoulder, and 
an excessive activity of the antagonist 
muscles, particularly the biceps and cor- 


ot the 


acobrachialis 

It is, therefore, obvious that to sup- 
port effectively such a shoulder, (1) the 
scapula has to be derotated; (2) the in- 
fluence of the weight of the extremity 
has to be eliminated, and (3) the action 
of the antagonists has to be prevented. 

In the acute stage of serratus paralysis, 
the emphasis is placed on protecting the 
muscle, and the appliance used should 
be such as to prevent stretching and pro- 
vide relaxation. These are provided for 
Horwitz and 
Pocantins,” which, in addition, derotates 
the scapula and eliminates the weight 
of the upper extremity. There are many 
other appliances devised for treatment 


in a brace described by 


of acute paralysis of this muscle, such as 
the MacKenzie" sling, Foucar’s’ “clover- 
leaf Fitchet’s’ aeroplane splint, 


and but these appliances, as a 


sling.” 
others: 


i 
h 
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SCAPULAR FIXATION — RUSSEK and MARKS 


general rule, do not derotate the scapula 
effectively. 

In a brace for treatment of permanent 
paralysis of the serratus anterior muscle, 
the emphasis should be placed on com- 
bining maximum stability of the shoulder 
with maximal mobility of the arm. The 
brace has to derotate the scapula and 
replace it in its normal position on the 
thorax so that the remaining muscles can 
exert the pull along their normal axes 
and, in this way, maintain the muscular 
balance as normal as possible. The brace 
has to allow complete and free use of 
the arm. Thomson and Miles,” have de- 
vised a direct pressure pad over the 
scapula, and Hohman’ used a_ kidney- 
shaped pad over the interior border, but 
both of these did not derotate the scap- 
ula successfully. Hansson‘ used a molded 
leather brace reinforced with spring 
steel, which was very efficient, though 
slightly limiting the free use of the arm. 
Wolf* devised a brace consisting of a 


metal pad over the protruding scapula 
and so molded that the vertebral border 
was received into it. A similar metal pad 


was placed over the unaffected scapula. 
Both metal pads were connected by 
three steel springs, the lowest one ex- 
tending around the axilla to be anchored 
in the infraclavicular fossa, for counter- 
pressure. This compressed — the 
scapula to the thoracic wall and limited 
only slightly the movement of the arm. 
The brace described by the authors in 
this presentation seems to be a modifica- 
tion of Wolf's brace, and appears to be 
an efficient appliance for fixing the 
scapula in a paralyzed serratus anterior 
muscle. However, it is unfortunate that 


brace 


the authors selected and reported a case 
in which there occurred a generalized 
muscular involvement of shoulders and 
arms on both sides, and as it appears 
from this presentation, the brace was 
used to support this generalized weak- 
ness rather than the paralyzed serratus 
anterior alone. Therefore, no definite 
conclusion can be drawn as to the value 
of the brace in fixing the scapula follow- 
ing paralysis of the serratus anterior. 

In general, the authors of this paper 
presented a very interesting report on 
serum neuritis, dwelling in detail on the 
etiology, symptomatology, and treatment, 
in which the fixation of the scapula by 
bracing had a minor, secondary, and an 
ambiguous role, especially in an affliction 
where spontaneous recovery is a rule. 
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AWARDS 


FOR THE 


George G. Deaver 


The Committee on Gold Key Awards 
announced Dr 
William DPD. Paul, the following recipi- 
ents: 

GEORGE G. DEAVER, M.D., New 
York City, Physician, Educator and Hu- 
manitarian: Medical Director, Institute 
Crippled Children; Professor — of 
Physical Medicine and Rehabilitation at 
New York University; Associate Instruc- 
tor of Physical Medicine and Rehabilita- 
tion at Bellevue Medical Center; Medi- 
cal Director of the 
Physical and Occupational Therapy 
Training at New York University; Di- 
rector of Physical Medicine Services at 
Lenox Hill Hospital: Who set up train- 
ing courses in rehabilitation at the In- 
stitute for Crippled Children; trained 
the bulk of the medical 
for the Air Force Reconditioning Serv- 
ices: was one of the pioneer workers and 


through its Chairman, 


for 


Training School for 


early workers 


supporters of such groups as the Associa- 


tion for Aid of Crippled Children, Na- 


OF MERIT 


YEAR 1953 


Henry H. Kessler 


tional Society for Crippled Children and 
Adults, Academy of Cerebral Palsy, Na- 
tional Foundation for Infantile Paralysis, 
Inc.; who, by his tireless efforts in the 
rehabilitation of the disabled has notably 
the Science and the Art ol 
Physical Medicine and Rehabilitation 
HENRY H. KESSLER, M.D., West 
Orange, N.J., Internationally Renowned 
Surgeon and Author: Head of the 
Kessler Institute for Rehabilitation and 
President of the International Society 
for the Welfare of Crippled: Who was 
one of the first surgeons to appre¢ late 
and 


advanced 


recommend supportive — physical 
medicine and reconstructive surgery: is 
the originator of many ingenious opera- 
tions and prosthetic devices for correc- 
tion or substitution of physical losses 
due to injury or hereditary absence of 
limbs; who, by his many accomplish- 
ments has notably advanced the Science 
and the Art of Physical Medicine and 


Rehabilitation 
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Awards to Scientific Exhibitors 


Ihe Committee on Awards for Scien- 
tihe Exhibits presented through its 
Chairman, Dr. Ben L. Boynton, the fol- 
lowing: 

Gold Medal to Charles Imig, Ph... 
Duane Sutfin, M.S.. and Harry M. 
Hines, Ph.D., for the exhibit “Plethysmo- 
graphy As a Method of Measuring 
Blood Flow.” The exhibit demonstrated 
a precise and practical form of this tool 
for quantitating peripheral blood flow in 
response to various 

Silver Medal to Arthur A. Rodriquez, 
M.D)... and Joseph Koczur, M.D., for 
the exhibit on “Physical Medicine and 
Rehabilitation at the Chicago ‘Welfare 
Department Convalescent Home”. This 


welfare service in the area of total re- 
habilitation and defined — the 
practical gains which are achieved by 
this service. 

Bronze Medal to Otto Eisert, M.D., 
and Owen ‘Tester, R.P.T., for the ex- 
hibit on “Dynamic Exercises for Lower 
Extremity Amputees”. This exhibit 
clearly demonstrated the technique of 
achieving integrated function of the; 


clearly 


lower extremity amputee into the 
achievement of independent ambulation 


Honorable Mention to Howard A. 
Carter, M.E.; Ralph E. De Forest, M.D., 
and Frederic I. Jung, M.D., for the ex- 
hibit on “Physics in Medicine”. This ex- 
hibit presented in a clear and simple 
manner, the operation of a highly techni- 


exhibit: displayed a unique municipal — cal device 


IMPORTANT ANNOUNCEMENT 


AMERICAN BOARD OF 


PHYSICAL MEDICINE AND REHABILITATION 


The next examinations for the American Board of Physical Medicine 
and Rehabilitation will be held in Washington, D.C., September 5 
and 6, 1954. The final date for filing applications in March 31, 1954. 
Applications for eligibility to the examinations should be mailed to 
the Secretary, Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago 2, Ill. 


ANNUAL ESSAY AWARD .. . 


Papers submitted for this award have been reviewed 
and it is the decision of the Committee that no 


1953. 


award be made for 


Committee on Prize Lecture 
William D. Paul, Chairman 
Frederic T. Jung 
Allen Russek 
Arthur L. Watkins 
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MEDICAL 


NEWS 


Members are invited to send to this office items of 
news of general interest, for example, those relating 
to society activities, new hospitals, education, etc. 
Programs should be received at least six weeks before 


the date of meeting. 


AMERICAN CONGRESS OF PHYSICAL 
MEDICINE AND REHABILITATION 
OFFICERS 1954 


William B. Snow, New York City, Presi- 
dent. 

William D. Paul, lowa City, Iowa, Presi- 
dent-Elect. 

Howard A. Rusk, New York City, 
Vice-President 

Gordon M. Martin, 
Second Vice-President. 

A. B. C. Knudson, Washington, D. © 
Third Vice-President. 

Donald L. Rose, Kansas City. Kan.. 
Vice-President. 

Arthur C. Jones, 
Vice-President. 

Frances Baker, San Mateo, Calif.. Secre- 
tary 

Frank H. Krusen, 
‘Treasurer. 

Walter J. Zeiter, Cleveland, Ohio, Execu- 
tive Director 

Dorothea C. Augustin, Chicago, Executive 
Secretary. 

Walter M. Solomon, Cleveland, Ohio, was 
elected to succeed himself to serve a term 
of six years on the Editorial Board of the 
ARCHIVES OF PHYSICAL MEDICINE 
AND REHABILITATION. Dr. Solomon was 
also re-elected Chairman of the Editorial 
Board. 

Walter J. Zeiter, Cleveland, Ohio, was re- 
elected to the American Board of Physical 
Medicine and Rehabilitation for a six year 
term as a representative of the American 
Congress of Physical Medicine and Rehabili- 
tation 


First 


Rochester, Minn.. 


Fourth 


Portland, Ore., Fifth 


Rochester, Minn., 


Louis B. Newman, Chicago, was elected to 
serve a three vear term on. the 
Committee. 

Arthur L. Watkins, Boston, was re-elected 
to serve a term of seven years on the Board 
of the American Registry of Physical Thera- 
pists, beginning January 1, 1954. Donald L. 
Rose, Kansas City, Kan., was appointed to 


Finance 
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serve the unexpired portion of Dr. William 
Bierman’s term of service on the Registry 
Board. Dr. Bierman resigned as Chairman of 
the Registry Board at its annual meeting on 
September 1, 1953. Earl C. Elkins, Rochester, 
Minn., was elected Chairman of the Registry 
Board with Robert L. Bennett, Warm Springs, 


Ga., acting as Vice-Chairman. 


NEW CONGRESS MEMBERS 


The following were elected to membership 
in the American Congress of Physical Medi- 
cine and Rehabilitation at the recent meeting 
in Chicago: 

Aguilera, Miguel A., Callejon Maravillas 
2-65, Guatemala City, Guatemala, C. A. 

Amos, James D., Madigan Army Hospital, 
Ft. Lewis, Wash. 

Anghinah, Abrao, Rua Almirante Barroso. 
18, Sao Paulo, Brazil, S. A 

Bard, Gregory, U. S. Army Ho:pital, Camp 
Atterbury, Ind. 

Beatty, Ralph R., 
City, Mo. 

Berns, S. Harry, 400 E 
York 16, N.Y. 

Brown, Joseph E., 
Cleveland 6, Ohio 

Burney, Thomas E., 15644 Madison, Lake- 
wood 7, Ohio 

Byrnes, Allen W., 
Ill 


5001 E. 41st St.. Kansas 
34th St.. New 


10515 Ave.. 


Carnegie 


VA Hospital, Downey, 


Dowdell. William F., 


Parma 29, Ohio 


5854 Ridge Rd., 


Duncan, Wallace S., 
Cleveland 6, Ohio. 

Eisine, Lucile, 1594 
cisco 22. Calif 

Elger, Harold E., 820 E 
couver, Wash 

Englund, De Witt W., The Orthopedic 
Clinic, 1313 N. Second St.. Phoenix, Ariz. 

Fountain, Freeman P., 781 Troy St.. Den- 
ver 8, Colo 

Frankel, Victor H., U 
Ft. Bragg, N. C 


10300 Carnegie Ave.. 
Ave., San Fran- 


10th St.. Van- 


S. Army Hospital, 
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Furey, Charles A. Jr., 2201 St. James St., 
Philadelphia 3, Pa. 

Gaenge, William G., 3100 Markbreit Ave., 
Cincinnati 9, Ohio. 

Gauger, Adeline B., Pacific Colony, Spa- 
dra, Calif. 

Gillmor, Charles S., 
Kansas City 6, Mo. 

Glasser, Otto, 2289 Chatfield Dr., Cleve- 
land 6, Ohio. 

Gordon, Edward E., 400 First Ave., New 
York 10, N. Y. 

Grant, Arthur E., Capt.. MC, U.S.A., Box 
43, Letterman Army Hospital. San Francisco, 
Calif 

Greene, Lee B., 
York 23, N. Y. 

Hinojosa, Rolando A., American Hotel, 
American Colony, Nueva Rosita, Mex. 

Hoerner, Earl F., 114 Crescent Ave., Louis- 
ville 6, Ky. 

Jones. Robcliff V. Jr., 
Rochester, Minn. 

Katzenmeyer, Walter R., 380 Dover Rd., 
Bay Village, Ohio. 

Leavitt. Lewis A., 3014 Shenandoah, Hous- 
ton 21, Texas. 

Long, Charles I], 1128 70th, Philadelphia 
26, Pa. 

Lorentz, John J., Physical Medicine Serv., 
U.S. A. Hospital, Ft. Belvoir, Va. 

Miller, Robert V. Jr... Chief, Physical 
Medicine and Rehabilitation, VA Hospital, 
Los Angeles 25, Calif. 

Moldaver, Joseph, The Neurological Insti- 
tute, 700 W. 168th St., New York 32, N.Y. 

Pedicini, Joseph L., 731 S. Center St., 
Orange, N.J. 

Pessolano, Louis C., 309 Azure Way. Mi- 
ami Springs, Fla. 

Pike, Maynard A.. 
Cincinnati 37, Ohio. 

Policoff, Leonard D.. 4406 Cary St 
Richmond 21, Va. 

Powers, Harry J., Chief, Physical Medicine 
and Rehabilitation, Veterans Hospital, 
Whipple, Ariz. 

Rapp, Val W., Chief, Physical Medicine 
and Rehabilitation, VA Hospital, Tomah, 
Wis. 

Rosner. Henry, 4824 Ave. I, Brooklyn 34, 

Schnur, Howard L.. 
ton, Texas. 

Shafer, James A.., 
Francisco 27, Calif. 

Siegel, David, 404 
N.Y 

Silver, Joseph M 
burg, Mass. 

Smith, Erma A., VA Hospital, Hines. I! 

Stafford, Clyde T.. 15 S. Main St., Oxford, 
Ohio. 

Thomas, Joseph W., Physical Medicine 
Dept., Walter Reed Army Hospital, Washing- 
ton 12, D. C 


Rialto Bldg... 


1226 


215 W. 75th St., New 


1415 Damon Ct., 


2032 Ave., 


Seymour 


Rd., 


5610 H. M. C., Hous- 


227 Arballo Dr.. San 
Broadway, Cedarhurst. 


24 Prichard St., Fitch- 
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Vultee, Frederick E. Jr., Walter Reed 
Army Hospital, Washington 12, D. C. 
Wasserman, Reuben R., 2754 W. Rascher 
Ave., Chicago 25, 
Wolpaw, Ralph, 2010 E. 
land 6, Ohio. 


102nd St., Cleve- 


NEW SOCIETY MEMBERS 


The following were elected to membership 
in the American Society of Physical Med'cine 
and Rehabilitation at the meeting in Chi- 
cago, August 31, 1953: 

Buchanan, Josephine J., 2873 S. Buchanan 
St.. Arlington, Va. 

Cohen, Lewis, 1404 
Tower, Detroit 26, Mich, 

Davia, James E., 2022 S. 12th Ave., May- 
wood, IIL. 

Di Paula, Frank R., Veterans Hospital, 
7273 Canal Blvd., New Orleans, La. 

Flax, Herman J., Professional Bldg. 206, 
Santurce, Puerto Rico. 

Goldberg, Melvin C., 340 New York Ave., 
Brooklyn 13, 

Kent, Herbert, Capt., 3750th Med. Group, 
ARTC, USAF, Sheppard AFB, Wichita Falls, 
Texas. 

Krusen, Edward M., 3500 Colgate, Dallas 
5, Texas. 

Leden, Ursula M., 3500 Colgate, Dallas 5, 
Texas. 

Mahoney, Florence I., Physical Medicine 
and Rehabilitation Serv., Kennedy VA Hos- 
pital, Memphis 15, Tenn. 

Moskowitz, Eugene, 220 N. Columbus Ave., 
Mt. Vernon, N.Y. 

Schaeffer, Joseph N., Lt. Col., 
Medical Group, Perrin AFB, Texas. 

Syracuse, Joseph A., 359 W. Ferry St., 
Buffalo 13, 


David Broderick 


3555th 


SEMINAR ON PHYSICAL MEDICINE 
AND REHABILITATION 


A combined meeting of the Pennsylvania 
Academy of Physical Medicine and Rehabili- 
tation and the New Jersey Society of Physi- 
cal Medicine is scheduled for Saturday, Octo- 
ber 17, 1953, Sacred Heart Hospital, Fourth 
and Chew Streets, Allentown, Pa. The 
chairman of the program is Dominic A. 
Donio of Allentown, Pa.; with Herman L. 
Rudolph of Reading, Pa., acting as co-chair- 
man. The following program will be pre- 
sented: 
1:30 P.M. Tour of the Department of 
Physical Medicine and Rehabili- 
tation. 

Welcome by Msgr. Leo G. Fink. 
“REHABILITATION IN- 
JURIES OF THE HAND” by 
Harry Miller, M.D., Allentown, 
Pa. 

Discussion: Harold Lefkoe, M.D., 
Philadelphia. 


2:00 P.M. 
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REGEN IT ADVANCES IN 
\RTHRITIS by Richard 1 
Smith, M.D., Philadelphia 
Discussion Peter J Warter, 
M.D., Trenton, N.J., and William 
Armour M.D Philadelphia 
1:00 PM PERIPHERAL VASCULAR 
DISEASE by Bruce Marger 
M.D., Allentown, Pa 
Discussion: Elmer J. Elias, M.D 
Trenton, N.J., and Albert A 
Martucei M.D., Philadelphia 
Pa 
1:30 PM HEMIPLEGIA” by J. Murl 
Johnston, M.D., Pittsburgh 
Discussion Jertram Bernstein 
M.D., Trenton, N.J.. and Charles 
\. Furey, M.D., Philadelphia 
100 PM SHOULDER” by William H 
Schmidt, M.D Philade Iphia 
Discussion B S | roedsson, 
M.D., South Orange, N.J., and 
Herman Rudolph M.D 
Reading, Pa 
1:30 PM POLIOMYELITIS” by George 
J. Boines, M.D Wilmington 
Del 
Discussion: Robert J. Doman, 
M.D., Philadelphia, and Clement 
R. Hanlon, M.D., Bethlehem, Pa 
7:00 PM Dinner at Americus Hotel 
8:15 P.M. SYMPOSIUM ON “LOW 
BACK PAIN” Moderator: D. A 
Donio, M.D 
Orthopedist Richard K. White, 
M.D., Allentown, 
Pa 
Neuro-surgeon: Howard R. Erb 
M.D Allentown 
Pa 
Psychiatrist: Charles W. Umlauf, 
M.D.. Allentown, Pa 
Physiatrist: Joseph F. A. Rub 
acky, M.D., Passa 
NJ 


Physicians, therapists, nurses and students 


are cordially invited to attend this meeting 
No registration fee will be charged. Dinner 
reservation is $5.00 


POWER OUTPUT OF DIATHERMY 
APPARATUS 
The following report was published in the 
July 25, 1955 issue of The Journal of The 
American Medical Association 
The rating in watts of a diathermy appar 
atus that is given on its name plate and is 
customarily used to designate the power out 
put may not be a reliable indication of the 
ibility of the apparatus to heat tissues ade 
quately. The Council on Physical Medicine 
and Rehabilitation has idopted the so-called 
thigh test as the standard method of deter- 
mining heating etheacy. In the opinion of the 
Council, the temperature rise in the thigh of 
an average healthy adult is the most accurate 
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way to determine the heating capacity ot 
diathermy apparatus. In brief, acceptable 
diathermy equipment must raise the tempera- 
ture of the thigh to 104 F. in 20 minutes 
without injury to or burning of the skin, o1 
subjecting the patient to intolerable pain 

The rated output of a diathermy apparatus 
as recorded on the name plate is usually 
based on results of a test on a phantom lamp, 
or calorimeter load. The power output re 
vealed by the phantom load might be com- 
pletely out of line with the actual ability of 
the apparatus to heat tissues The reason 
for this misleading result lies in the so-called 
matching of impedances. (Impedance for al 
ternating current is similar to resistance for 
direct current This means that the internal 
iunpedane t the combination of resistance and 
reactance that chokes back flow of current 
of the diathermy apparatus must match the 
impedance of the external lamp or calori 
meter load. When the two impedances are the 
same, the greatest output is obtained. When 
body tissues are heated, their impedance sel 
dom matches the internal impedance of the 
diathermy apparatus. To compensate for this 
the diathermy apparatus must have a reserve 
of energy so that the physician can be as 
sured that ample heat can be wenerated in 
the tissues 

As one of its tests, the Council on Physical 
Medicine and Rehabilitation uses three lamp 
loads, each of different value. If satisfactory 
outputs are obtained on each one of the loads 
the Council is reasonably assured that the 
apparatus will be suitable for heating tissues 
When the heating efficiency is questioned, the 
thigh test must be used to determine the 
actual conditions. The Council on Physical 
Medicine and Rehabilitation has made exten 
sive tests of all submitted diathermy appar- 
atus and is convinced that those accepted 


have ample reserve power to treat patients 


NATIONAL SOCIETY TO MEET 

Edward J. McCormick of ‘Toledo, Ohio 
President of the American Medical Associa- 
tion, heads a list of distinguished authoritics 
scheduled to speak on the care, treatment and 
training of crippled children at the annual 
convention of the National Society for 
Crippled Children and Adults, Nov. 12-14, 
1953, at the Palmer House, Chicago 

Dr. Frances R. Horwich of Chicago, lead- 
ing child development authority, will be 
principal speaker at the annual parents in 
stitute. Dr. Henry H. Kessler, Medical Di 
rector of the Kessler Institute for Rehabili 
tation, West Orange, N. J., and counselor in 
rehabilitation to the National Society. will 
participate in a panel on rehabilitation 

In addition to other outstanding speakers. 
the program will include general sessions, 
seminars, exhibits, demonstrations. workshops, 
social events and other features 


— 
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Dr. William |. Sanger, president of the 
National Society, will preside at this year's 
convention marking the Society’s 30th annual 
s2nd year of service to the 
nation’s handicapped. 

Architecture and jts adaptations to mect 
the needs of the crippled will be featured for 
the first time at this year’s three-day meet- 
ing. A forum on architectural planning for 
public buildings, schools and hospitals will be 
\ special architectural exhibit will 


meeting and 


included 
contain a model rehabilitation center de- 
veloped by Salmon and Salmon, architectural 
consultants of the National Society, and 
sketches and blueprints from the U. S. Public 
Health Service, the American Hospital Asso- 
ciation and the Easter Seal Societies 

\ traditional convention feature, a panel 
of distinguished persons who have outwitted 
their handicaps to become productive and 
successful members of society, is also planned 
for the 

Recreation will also be 
of planning recreational 
of the total program in hospitals and 
schools the recreation 
workshop will be given to the needs of the 


meeting 
considered from the 
angle programs as 
part 
Special emphasis in 
homebound 

Social functions will include an open house, 
luncheons and the President's dinner 
Music the Valparaiso 


University Choir of Valparaiso, Ind 


annual 


will be provided by 


RECENT PUBLICATIONS BY MEMBERS 


Arthur S. Abramson, with co-authors, 
“Value of Exercise in) Peripheral Arterial 
Disease.” The Journal of The American 


Association, September 5, 1953 
Bennett, “Role of Physician in 
Prevention of Musculoskeletal Deformity 
After Poliomyelitis.’ The Journal of The 
American Medical Association, September 12, 
1953 


Medical 
Robe rt L 


Joseph G. Benton and Howard A. Rusk, 
“Clinical Progress. The Patient with Cardio- 
and Rehabilitation: The 
Medical Care.” Circulation, 


vascular Disease 
Third Phase of 
September, 1953 

Murray B. Ferderber, “Rehabilitation After 
a Stroke.” The Pennsylvania Medical Jour- 
nal. September, 1953. 

Frederic T. Jung, “The Cost of Medical 
Latin.” The Illinois Medical Journal, Septem- 
ber 19554 

Miland E. Knapp. “Rehabilitation in Se- 
Poliomyelitis.” The Journal of the Iowa 

Medical Society, September, 1953 

Christopher J. McLoughlin, with  co- 
authors, “Diagnostic Significance of Blood 
Sugar Findings.’ The Journal of The Ameri- 
can Medical Association, September 19, 1953 

Eugene Moskowitz, with co-authors, “‘Fol- 
low-Up Study in Seventy-Five Cases of Non- 


vere 
State 
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paralytic Poliomyelitis.” The Journal of The 
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American Medical Association, August 15, 
1953 

Howard A. Rusk. “Medicine's Number One 
Problem.” The New England Journal of 


Medicine, August 6, 1953 


CHRONIC ILLNESS PLANNING 


Illness has 
issued a 48 page mimeographed publication 
entitled “Welfare Activities in 
Chronic Illness Planning.” The 


information that 


The Chron 


Commission on 


Council 
report, a 


summary of the commission 


obtained several years ago from a que stion- 


community welfare councils, de 


efforts of 


naire to 124 


scribes the community welfare 


councils in 70 cities and towns to make plans 


for meeting the needs created by chronic 


illness in their communities and eives a de 


tailed discussion of the various methods used 
for local studies of prevalence and adequacy 
of facilities. A 
available and may be obtained, free of charge 


at 615 N. Wolfe 


limited number of copies are 


from the commission offices 
St., Baltimore 5 


DR. KRUSEN NOMINATED 


Frank H. Krusen of Rochester, Minn., was 
named Minnesota’s nominee, on June 26, for 
the President's award in 1953. The award 


annually to a physician who has 


contribution to the re 


is given 
made a_ significant 
habilitation and employment of persons with 


physical impairments 


NEW PM&R SECTION 


The Ohio State Medical Association has 
recently approved the addition of a Section 
of Physical Medicine Rehabilitation. 
Walter M. Solomon of Cleveland is Chair- 
man; Herman J Dayton is the 
Secretary 


and 


Bearzy of 


FELLOWSHIPS OFFERED 


The Arthritis and Rheumatism Foundation 
is offering the following research fellowships 
in the basic sciences related to arthritis 


1. Predoctoral fellowships ranging from 
$1.500 to $3,000 per year 
fernily 
for one year 

2. Postdoctoral fellowships from 
$3.000 to $6,000 per annum, depending on 


family tenable for 


depending on the 


responsibilities of the fellow, tenable 


with prospect of renewal 


ranewing 
year 


responsibilities, one 


with prospect of renewal 
4. Senior 
vestigation will carry an 
$7,500 per 
vears 
Deadline for 
1953 and applications will be 


experienced in- 
$6,000 to 
five 


fellowships for 
award of 
annum and are tenable for 
applications is November 1, 
and 


reviewed 


644 ARCHIVES of PHYSICAL 
awards made by February 15, 1954. In 
formation and application forms may be ob- 
tained from: Medicai Director, The Arthritis 
and Rheumatism Foundation, 23 West 45th 
Street, New York 36, New York 


MULTIPLE SCLEROSIS MANUALS 
PUBLISHED 


Four manuals prepared expressly for mul- 
tiple sclerosis patients are designed to help 
in a home program of rehabilitation, physical 
therapy and recreation 

Written by Dr. Edward E. Gordon, they 
include “A Home Program for Independently 
Ambulatory Patients,’ “A Home Program for 
Wheel Chair Patients,’ “A Home Program 
for Patients Ambulatory with Aids,” and “A 
Home Program for the Care of Bed Patients.” 

Copies are available from the National 
Multiple Sclerosis Society, 270 Park Avenue, 
New York 17. Patients with multiple sclerosis 
can receive copies without charge at the re- 
quest of a physician who will specify the 
appropriate manual needed by the patient 


SIXTH ANNUAL CONFERENCE ON 

ELECTRONIC INSTRUMENTATION 

AND NUCLEONICS IN MEDICINE 
TO BE HELD IN NEW YORK 


This year for the first time the Conference 
on Electronic Instrumentation and Nucleon- 
ics in Medicine 
three largest professional societies concerned 
with the electronic instrument field. The 
American Institute of Electrical Engineers, 
the Institute of Radio Engineers and Instru- 
ment Society of America have jointly assem- 
bled a program of papers for the Sixth An- 
nual Conference covering some of the recent 
advances in instrument technology intended 
to facilitate medical and biological research 
and clinical application 

This meeting, to be held at the New 
Yorker Hotel, November 19 and 20, 1953, 
will bring together prominent scientists from 
the medical, biological and engineering fields 
to discuss new instrument developments and 


will be sponsored by the 


their application to biological problems 
The conference will include papers on re 


cent advances in instrumentation for X-ray 
motion pictures, the use of ultrasonic waves 
in the visualization of soft tissue structures 
and cancer, analytical 
serum determinations and 
medical instrumentation. An evening session 
will be devoted to a non-technical presenta- 
tion on cineradiography 


methods blood 


other papers in 


DEATH 


We regret to announce the death of Dr 
Julius Fuchs of New York City on August 15, 
1953. Dr. Fuchs was a Congress member 
since 1949. 
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NEWLY REGISTERED THERAPISTS 
July 21, 1953 


Blaugrund, Lynne, 833 W. State St 
renton, N.J. 

Evans, Richard T., 235 E. Brown St., East 
Stroudsburg, Pa. 

Hecht, Manfred Hermann, 142 Laurel Hill 
lerr., New York 33, N.Y. 

King, Barbara Ann, Child’s Apt., 
Ave., Floral Park, N.Y. 

Litrenta, Elsie Carmela, 56 
Ave., Wilkes-Barre, Pa. 

Preiss, Gerda Liane, Danforth St., Hoosick 
Falls, N.Y 

Rogerson, Alvin 
Mt. Clemens, Mich. 

Rousseau, Frances Louise, 420 Jessamine 
St., West Palm Beach, Fla. 

Voorhis, Janet Kraissl, 244 Kinderkamack 
Rd., North Hackensack, N.J. 


July 24, 1953 


Champion, Marilyn Marie, 28th St., Rt. 1, 
Ada, Mich. 

Hoyt. 
Kan. 

Lewis, Betty Jean, Onaga, Kan. 

Wilson, Ramona Jean, 2033 N. Fifth St., 
Kansas City, Kan. 


Tulip 


Tretheway 


Reid, 170 Gallup Ave 


Suzanne, lola, 


1010 N. Jefferson, 


August 20, 1953 
Perris, Marianne S., 100 W. 


Ave., Lansdowne, Pa. 


Albemarle 


August 27, 1953 


Sofranko, Michael 
Ave... Newark 6, N.J. 


September 1, 1953 


Bodurtha, Patricia Anne, 41 Elm St., Aga- 
wam, Mass. 

Cook, Margaret Jane, Amherstdale, W. Va. 

Cunningham, Florence C., 558 Culberson 
St.. S.W.. Atlanta, Ga 

Cushman, Audrey Fay, 916 E. 
Maryville, Mo 

Cushman, Ralph Eugene, 916 E. First St., 
Maryville, Mo 

Eeli, Harold 
Muncy, Pa 
Joyce Aileen, 111 
Youngstown 7, Ohio 

Hudson, Hessell Haleom, 124 
S. E., Rochester, Minn. 

Huntley, Janet M., c/o R. Lewton, 
Highland Ave., Highland Park 3, Mich. 

Ishiyama, Kyoko, 16 5th Ave., N.W., 
Rochester, Minn. 

Jones, Stanford Edsel, 313 S. Lowell Ave., 
Syracuse, N.Y. 

Koch, Kenneth Leroy, 119 W. 
Grand Island, Neb. 

Koester, Marjorie Helen, 711 
Des Moines, Towa. 


Richard, 30 Dassing 


First St., 


209 N. Main St., 


Jonas, 
Hixon, Chicago Ave., 
13th Ave., 
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LaChappelle, James Albert, 719 Ist St 
S. W., Rochester, Minn 

Lange, Donald Harry, 
S. W., Rochester, Minn 

Lile, Annie Thomas. 1672 Meda. Memphis, 
Penn 

Meeker, Phyllis Janis, 
Prattsburg, N.Y. 

Ohme, Lloyd Thorvald, 4700 11th Ave.. 
So., Minneapolis 7, Minn. 

Powell, James C., 123 4th 
Rochester, Minn 

Rebennack, Betty Jane, RD #2, Dallas, Pa. 

Reddish, June Marilyn, 900 W. Grand. 
Springfield, Mo 

Roisum, Anita Bernice, 
S., Grand Forks, N. Dak 

Schendel, Betty B., Danube 

Sella, Gilda Amelia Ann, 
Nashwauk, Minn 

Strong, Kenneth Donald, 30 Nicholas St., 
Staten Island 1, New York, N.Y. 

Tharp, Harry Dean, RR #1, Grabill, Ind. 


1411 Second St., 


7 N. Main St., 


Ave., N. W., 


205 Euclid Ave 


Minn 
Central Ave 
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Cox, William Everett, 3632 Hidalgo Dr, 
Dallas, Tex. 

Draper, Marilyn Ann, 
Sarasota, Fla. 


144 Harbor Dr., 


Evans, James Patrick. 6033 Palo Pinto, 
Dallas 6, Tex. 

Hays, Jack Casey, 1346 E. Maddox, Ft. 
Worth, Tex. 

Hilderbrand, Norma Lee, Erwin Rt., Hugo, 
Okla. 

Hodges, Lawrence Sherwood, 5806 Vickery 
Blvd., Dallas, Tex. 

Hoskey, Johnny Lee, 705 S. Pecan, Arling- 
ton, Tex. 

Slocum, Joanne Elizabeth, Box 612, Rock- 
port, Tex 


September 16, 1953 
Cullen, G. Donald, 4262a Castleman Ave., 
St. Louis 10, Mo. 


Herder, Cynthia Ann, 812 Pile St., Clovis, 
N. Mex. 


September 4, 1953 
8676 


Macejko, Sr. M. 
Heart, Danville, Pa. 
Roetto, James E., Rt. 1, 


Jeanette, Villa Sacred 


Coats, Ronald Lee, Turtle Creek 


Blvd., Dallas, Tex. Monett, Mo 


You, too, have a place 


IN 


THE WORLD MEDICAL ASSOCIATION 


as a member of the medical profession 


anywhere in the world 
civilian ...in the armed forces... retired 


what affects world medicine — affects you 
this is your only voice in world medicine 
W.M.A. Is Approved by the American Medical Association. JOIN NOW! 


For complete information, address The World Medical Association, 
2 East 103rd Street, New York 29, N. Y. 
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BOOK REVIEWS 


The reviews here published have been prepared by 
competent authorities and do not necessarily repre- 
sent the opinions of the American Congress of Physical 
Medicine and Rehabilitation and/or the American 


Soctety 


REMEDIAL EXER- 
CISES IN MEDICAL AND SURGICAL 
CONDITIONS. By Noel M. Tidy. Ninth 
edition, Cloth. Price, $6.00. Pp. 519 with 
illustrations. The Williams & Wilkins Co., 
Mount Royal and Guilford Aves., Baltimore 
2, 3902. 

This is one of the most valuable working 
physical therapists. 
background to 


MASSAGE AND 


texts for those training 


It offers sufficient medical 


supply reference study material for the thera- 


supplemented with lec- 
tures by physicians and surgeons. Technical 
well elaborated to serve as 


pist, particularly if 


details are fairly 
a background for necessary laboratory 
tice. Some of the diagnoses and nomencla- 
tures will be slightly unfamiliar to students 
in the United States, but this should not de- 
tract from the book’s usefulness. It is sug- 
vested that future include 
more details concerning special problems in 
ambulation such as those of the paraplegic 


and amputee, with explanations of total treat 


prac- 


editions might 


ment program including occupational ther- 
apy and other rehabilitation procedures. 
Some mention of progressive resistance exer- 
cises would desirable. This book has 
a well established popularity as an essential 
text for the use of physical therapy students. 


seem 


CORRELATIVE NEUROANAT- 
OMY AND FUNCTIONAL NEUROLOGY, 
By Joseph J. McDonald, M.S., Sc.D., M.D., 
Professor of Surgery, Columbia University, 
Attending Surgeon, Presbyterian Hospital, 
New York, Director of the Surgical Service, 
Francis Delafield Hospital, New York and 
Joseph G. Chusid, A.B., M.D., Attending 
Neurologist, St. Vincent’s Hospital, New 
York. Sixth edition. Paper. Price, $4.00. 
Pp. 263, with illustrations. Lange Medical 
Publications, University Medical Publishers, 
P. O. Box 1215, Los Altos, Calif., 1952. 

The new edition of this text should make 
it even more popular for the use of the be- 


of Physical Medicine and Rehabilitation. 


ginner in Neurology. The printing is much 
more legible and attractive, and the illustra- 
tions are greatly improved in quality. The 
method of presentation in outline form has 
not been changed, but additional material on 
muscle testing including new illustrations and 
more Clinical neurological data has been 
added. There has been considerable revision 
of most sections with uniform improvement. 
The book is highly recommended as a study 
text for students in Physical and Occupa- 
tional Therapy and should also appeal to 
medical students. It is lacking only in clini- 
cal details of diagnosis and treatment; other- 
could compete favorably with the 
large and expensive textbooks on Neurology. 


wise, it 


SECOND ANNUAL REPORT ON 
STRESS. By Hans Selye, M.D., Ph.D., 
Prague), D.Sc. (McGill), F.R.S. (Canada), 
Professor and Director of the Institut de 
Medecine et de Chirurgie experimentales, 
Universite de Montreal and Alexander 
Horava, M.D. (Lausanne), Research Asso- 
ciate and Librarian of the Institut de Mede- 
cine et de Chirurgie experimentales, Univer- 
site de Montreal. Fabrikoid. Price, $10.00. 
Pp. 526, with illustrations. ACTA, Inc., 
5465 Decarie Blvd., Montreal, Canada, 1952. 


This book is the second annual supplement 
of the book titled, “The Physiology and Pa- 
thology of Exposure to Stress, a Treatise Based 
on the Concept of the General-Adaptation- 
Syndrome and the Diseases of Adaptation,” 
(1950) by the senior author. The first part 
defines the stress concept, the stressor agents, 
the tests for stress and resistance and con- 
siders the place and importance of the ad- 
aptive hormones in the general problem of 
stress. The second part of the book tabulates 
and classifies some 4000 articles or books 
dealing with the general subject, which have 
appeared since publication of the first annual 
report, thus making readily available a vast 
amount of material for those wanting a com- 
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plete bibliography on any phase of studies 
of Stress. 

The arrangement of the book, text, dull 
white paper, photographs on glossy paper, 
and bibliography on yellow paper, increases 
the ease with which it may be used. Certain 
sections, notably the one on Inflammation, 
have excellent explanatory material and in- 
clude detailed descriptions of recently de 
veloped techniques from the authors’ per- 
sonal investigations. 

The third part of the 
integrate the concepts presented in the earlier 
importance 


volume attempts to 
sections and to emphasize the 
of interrelationships as a means of furthering 
the understanding of disease entities in man. 
The book valuable reference for 
working in any part of the Stress field and 
provides a most complete bibliography of the 


is a those 


publications which have appeared on the sub- 
ject between 1950-1952 


HOW THIN THE VEIL: A NEWS- 
PAPERMAN’S STORY OF HIS) OWN 
MENTAL CRACK-UP AND RECOVERY 
By Jack Kerkhoff. Cloth. Price, $3.50.) Pp 
$11. Greenberg. Publisher, Inc., 201 EB. 97th 
St., New York 22: Ambassador Books, Ltd., 


loronto, Canada, 1952 


It is hard to imagine a reader who. having 
reached the middle of page 2 of this book, 
would page thereafter and fail to 
continue to the end. In addition to the in- 
terest attached to its many extraordinary 
characters, there are two points of suspensé 
that are resolved only at the end, and then 
resolved in so subtle a manner that anyone 
who thinks he can cheat by reading the last 
page is neatly thwarted. The author is 
neither lurid, maudlin, nor callous; his real- 
ism and sincerity give the book an almost 
biblical impact. This work deserves an en- 
thusiastic reception by the public, 
including physicians. 


miss a 


veneral 


FUNDAMENTALS OF NEUROLOGY. 
By Ernest Gardner, M.D., Professor of Anat- 
omy, Wayne University College of Medicine, 
Detroit. Second edition. Cloth. Price, $4.75. 
Pp. 359, with 142 illustrations. W. B. Saun- 
ders Company, 218 W. Washington Sq 
Philadelphia 5; 7 Grape St.. Shaftsbury Ave., 
London, W.C.2, 1952. 


In a simple and direct manner the author 
has presented the fundamental concepts of 
neuroanatomy and neurophysiology. The evi- 
dence of neurological functions involves con- 
siderable data, much of which is still incon- 
clusive. In spite of the wealth of available 
information, the author has book 
which furnishes the groundwork for an un- 
The book is 


written a 


derstanding of the subject. 


divided into nineteen chapters according to 
anatomical units and neurological functions. 
Although the presentation is brief, chapters 
on peripheral nervous system, excitation and 
conduction, properties of the reflex arc, the 
brain stem, control of visceral activity, cere- 
bellum, and motor and sensory functions of 
the cerebral cortex, nevertheless include the 
important principles in Each 
chapter terminates with a brief biographical 
sketch of important contributors, and a well 
There are a number 
illustrations and fine diagrams of 
nervous pathways. The second edition differs 
from the first by a rearrangement of the text 


neurology. 


selected bibliography 
of wood 


with more appropriate placement of the sub- 
addition of new ma- 
terial on the nerve impulse 


ject matter and by the 


book 1s 


recommended to 


In general the well written and 


mav be those engaged in 


medical studies 
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THE IMPROVED 


MEDCOLATOR 50B? 


STIMULATOR 


This is the latest and most modern electrical 
muscle stimulator offering new patient 
benefits. As Adjunct Therapy 


FOR: 


Dislocations 


Sprains 
Strains 
Muscle 
Re-Education 


Write for Free Model 50B Folder 
MEDCO PRODUCTS CO. 


3607 ADMIRAL PLACE TULSA 12, OKLA. 
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DR. A. A. RODRIQUEZ 


AND 


DR. J. L. KOCZUR 


Diplomates of the 
Amencan Board of Physical Medicine 
and Rehabilitation 


Announce the Opening of Their Downtown Office 
for 
Physical Medicine Consultations, Electromyography 
and Physical Therapy Service 
DOWNTOWN PHYSICAL MEDICINE CENTER 
PITTSFIELD BUILDING SUITE 1716-18 
EAST WASHINGTON STREET 


2.7011 


SOUTHSIDE PHYSICAL MEDICINE CENTER 
“145 SOUTH ASHLAND AVENUE 
CHICAGO, ILLINOIS 
BEverly 


HOURS BY APPOINTMENT 


The Model SW 660 @ Diathermy 
Gives my patients 
complete satisfaction! 


SYMBOL ¢ )F DEPENDABILITY AND PERFORMANCE 


me LIEBEL-FLARSHEIM company 


CINCINNATI 15. OHIO 


It's out of 
this world. . 


THE MOST ADVANCED MACHINE 
IN ULTRASOUND THERAPY 


SIMPLIFIES ULTRASOUND THERAPY 


1. Exact calibration of wattage — 
eliminates time-consuming, annoying 
adjustments and readiustments of dials 


to obtain the desired wattage. 


2. Provides an easily visible indica- 
tion that the machine is actually in 
operation and performing its function. 


Patent applied for 
v 


EQUIPMENT FOR SALE OR RENT 


ULTRASONIC 
EQUIPMENT CORP. 


74 Lafayette Street @ New York 13,N Y 


RASO 
a 
| 
CC & 


What is the 


status o 


Many times you have asked yourself, “Is the indicated drug 
Penicillin . . . Chloramphenicol .  . Aureomycin . 
Sulfadiazine . . . a combination . . . or what?” 

This same problem may confront you many times . . . not only 
with the antibiotics—but actually in any specific field where there are 
numerous drugs . . . and you are faced with the problem 

of determining which might be the therapy of choice 


for a given condition. 


The need for such clarification has always been 

apparent to the Council on Pharmacy and Chemistry 

of the American Medical Association. Its frequent publication 
of special status reports in THt JOURNAL is designed to 


help answer such questions for you. 


Information about new drugs—clinically proved indications 
experimental uses . . . correct dosages . . . contra-indications 


and similar facts—is frequently presented by the 


Council. Its announcements of newly accepted products also help 
keep you up-to-date on new and useful drugs. These notices 

which appear in THe JouRNAL almost every week can be a definite 
guide to you in knowing what preparations are Council 

uccepted . . . how they are best used . . . and how they 


can be most effective in your daily practice. 


Insistence on Council accepted products is one reliable guide 


to clinically tested products. 


This is one of a series of adver- 


tisements designed to explain 


the Councils’ functions to you. 
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Approved Schools of Physica! Therapy 


APPROVED BY THE COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 
OF THE AMERICAN MEDICAL ASSOCIATION 
(Revised to May 10, 1952) 


U. S. Army Medical Service 


Medical Field Service School 
Brooke Army Medical Center 
Fort Sam Houston, Texas and 
Brooke, Letterman, and Walter 
Reed Army Hospitals 

Address inquiries to: The 
Surgeon General, Department 

of the Army, Washington 25, D.C 
Attention: Personnel Division 


California 
Childrens Hospital Society* 
4614 Sunset Blvd. 
Los Angeles 27 
Med. Dir., S. S. Matthews, M.D. 
Tech. Dir., Mary J. Dodge 


College of Medical Evangelists* 

412 N. Boyle Ave. 

Los Angeles 33 
Med. Dir., Fred B. Moor, M.D 
Tech. Dir., Ralph Berdan 


University of Southern California* 
University Park 
Los Angeles 7 
Med. Dir., C. L. Lowman, M.D. 
Tech. Dir., Charlotte W. Anderson 


University of California* 

School of Medicine 

3rd and Parnassus 

San Francisco 22 
Med. Dir., Lucile Eising, M.D 
Tech. Dir., Margery L. Wagner 


Division of Physical Therapy* 
Stanford University 
Stanford 
Med. Dir., 
Tech. Dir., 


Colorado 
University of Colorado* 
Medical Center 
4200 East Ninth Ave 
Denver 7 
Med. Dir., Harold Dinken, M.D 
Tech. Dir., Dorothy Hoag 


W. H. Northway, M.D 
Lucille Daniels 


Connecticut 
University of Connecticut* 
School of Physical Therapy 
Storrs 
Med. Dir., John C. Allen, M.D 
Tech, Dir., Frances M. Tappan 


Illinois 
Northwestern University 
Medical School 
303 East Chicago Ave. 
Chicago 11 
Med. Dir., E. D. W. Hauser, M.D 
Tech. Dir., Elizabeth C. Wood 


lowa 
State University of Iowa*® 
College of Medicine 
lowa City 
Med. Dir., W. D. Paul, M.D. 
lech. Dir., Olive C. Farr 


Kansas 
University of Kansas* 
Medical Center 
School of Phvsical Therapy 
Kansas City 
Med. Dir., Donald L. Rose, M.D. 
Tech. Dir., Ruth G. Monteith 


Louisiana 
Charity Hospital of Louisiana* 
1532 Tulane Ave. 
New Orleans 
Med. Dir., Nathan H. Polmer, M.D. 
Tech. Dir., Sarah S. Rogers 


Massachusetts 


Simmons College 

Children’s Medical Center 

300 Longwood Ave. 

Boston 15 
Med. Dir., W. T. Green, M.D. 
Tech. Dir., Shirley M. Cogland 


Boston University College of 

Physical Education for Women 

Sargent College 

Cambridge 
Med. Dir., Kenneth Christophe, M.D. 
Tech. Dir., Adelaide L. McGarrett 


Bouve-Boston School 

Medford 55 

(affiliated with Tufts College) 
Med. Dir., Howard Moore, M.D. 
Tech. Dir., Constance K. Greene 


Michigan 
University Hospital* 
University of Michigan 
1313 East Ann St. 
Ann Arbor 
Med. Dir., James W. Rae, Jr., M.D. 


Tech. Dir., Virginia Wilson 


Minnesota 
University of Minnesota* 


Medical School 

Minneapolis 14 
Med. Dir., Frederic J. Kottke, M.D. 
Tech. Dir., Ruby Green Overmann 


Mayo Clinic* 

Rochester 
Med. Dir., Earl C. Elkins, M.D. 
Tech. Dir., Darrell D. Hunt 


Missouri 

St. Louis University* 

Division of Health and 

Hospital Services 

1402 South Grand Blvd. 

St. Louis 4 
Med. Dir., Daniel O’Reilly, M.D. 
Tech. Dir., Sister Mary Imelda 


Washington University* 

School of Medicine 

Barnes Hospital 

600 S. Kingshighway 

St. Louis 10 
Med. Dir., Sedgwick Mead, M.D. 
Tech. Dir., Beatrice F. Schulz 


New York 
Albany Hospital* 
Physical Therapy School 
New Scotland Ave. 
Albany 1 
Med. Dir., J. W. Ghormley, M.D. 
Tech. Dir., Ann Downer 


University of Buffalo 
2183 Main St. 
Buffalo 14 


Med. Dir., Henry V. Morelewicz, M.D. 


Tech. Dir., Mildred F. Heap 


Columbia University College* 

of Physicians and Surgeons 

630 West 168th St. 

New York 32 
Med. Dir., William B. Snow, M.D. 
Tech. Dir., Mary E. Callahan 

New York University* 

School of Education 

Washington Square 

New York 3 


Med. Dir., George G. Deaver, M.D. 


Tech. Dir., Elizabeth C. Addoms 


North Carolina 


Duke University* 

School of Medicine 

Durham 
Med. Dir., Lenox D. Baker, M.D. 
Tech. Dir., Helen Kaiser 


Ohio 
Frank E. Bunts Educational Institute* 
2020 East 93rd St. 
Cleveland 6 
(affiliated with the Cleveland Clinic 
Foundation ) 
Med. Dir., Paul A. Nelson, M.D 
Tech. Dir., Dorothy Spark 


Pennsylvania 
D. T. Watson School of Physiatrics* 
Leetsdale 
Med. Dir., Jessie Wright, M.D. 
Tech. Dir., Kathryn Kelley 


Division of Physical Therapy* 
School of Auxiliary Medical Services 
University of Pennsylvania 
Philadelphia 
Med. Dir., George M. Piersol, M.D. 
Tech. Dir., Dorothy E. Baethke 


Texas 
Grady Vaughn School of Physical Therapy 
Baylor University Hospital 
Dallas 1 
Med. Dir., Edward M. Krusen, Jr., 
M.D 


Tech. Dir., Peggy J. Dyer 


University of Texas* 

School of Medicine 

Galveston 
Med. Dir., G.W.N. Eggers, M.D. 
Tech. Dir., Ruby Decker 


Hermann Hospital* 

Houston 5 
Med. Dir., O. O. Selke, Jr., M.D. 
Tech. Dir., Elizabeth Barkley 


Virginia 
Baruch Center of Physical Medicine* 
and Rehabilitation 
Medical College of Virginia 
Richmond 
Med. Dir., Herbert Park, M.D. 
Tech. Dir., Susanne Hirt 


Wisconsin 
University of Wisconsin* 
Medical School 
Madison 
Med. Dir., H. D. Bouman, M.D 
Tech. Dir., Margaret A. Kohli 


*Male students admitted 


Inquiries regarding tuition, entrance requirements, duration of course, etc., 
should be directed to the school. 


MEAD STIMULATOR 


interrupted Direct (Galvanic) Current 
For Prolonged Electrical Stimulation of Denervated Muscle 


Vatients with peripheral nerve disorders who could benefit from dally electro-therapy often get only token 
treatment because of the expense and inconvenience of dally office visits. Here is the answer to this 
need Intensive treatment 


UNDER MEDICAL SUPERVISION 

AT LOW COST TO PATIENT 

WITHOUT LOSS OF WORK TIME 

WITH SIMPLICITY AND SAFETY OF OPERATION 


ST. LOUIS INSTRUMENT ENGINEERING, INC. 
1507 S. Compton Avenue, St. Louis 4, Mo. 


ARCHIVES AVAILABLE ON MICROFILM 


The ARCHIVES OF PHYSICAL MEDICINE AND REHABILITATION 
is now available to libraries on microfilm. A microfilm edition will be sold only to 
bona fide subscribers of the ARCHIVES, is not for resale and will be distributed 
at the end of the volume year. 


For further information, inquiry should be directed to UNIVERSITY 
MICROFILMS, 313 North First Street, Ann Arbor, Mich. 


Copies of many back issues of 
THE ARCHIVES 


are still available. 


For issues desired and prices, write to 


American Congress of Physical Medicine and 
Rehabilitation 
30 N. Michigan Ave., Chicago 2, III 
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CHANGING YOUR ADDRESS? 


Send your new address at least 30 days 
before the month of the issue with 


which it is to take effect. 


Address 
ARCHIVES OF PHysICAL MEDICINE 
AND REHABILITATION 


30 N. Michigan Ave., Chicago 2. 


Send old address with the new, enclosing Wouldn't part 
if possible, your address label. The Post with it for 
Office will not forward copies of the the world 


journal unless you provide extra postage. * SW660 diathermy 


Duplicate copies cannot be sent. LF Oe OF DEPENDABILITY AND PERFORMANCE 


tue LIEBEL-FLARSHEIM company 


CINCINNATI 15, OHIO 


74 Complete Line of Equipment 


PRESTON/ g07 PHYSICAL MEDICINE AND REHABILITATION 


REHABILITATION: Progressive Resis- HYDROTHERAPY - ELECTROTHERAPY: 
tance Exercise Units; Quadriceps-Gastroc- Whirlpools for every use; Whirlpool Car- 
nemius—Footdrop Boots; Pulley Weights; riage; Hubbard Tanks; Paraffin Baths; 
Doorway Pulley Assemblies; various types Hydrocollator Master Units and Steam 
of Bicycle Exercisers; Restorator; Kanavel Packs; Shortwave Diathermy; Galvanic- 
Table; Manuflex and Grip Restorer for faradic-sinusoidal Generators; Hanovia UI- 
Hand Therapy; Ankle Exercisers; Shoulder traviolet Lamps; Heat Lamps and Bakers; 
Wheels with or without height adjustment; Ultrasonic Generators; Treatment Tables; 

ixercise Staircases of various designs; In- 

valid Walkers; Posture Training Mirrors, New Ttems of Tnterest 
single and triple; Sayre’s Headslings and 
scales to measure amount of traction; Literature Upon Request 

Flexers versatile unit for tive Hoyer Hydraulic Lifter An all purpose trans- 
cise; Gymnasium Mats in various sizes, fer for the invalid. A slight nurse or an aged 
thicknesses and coverings; Crutches and attendant can move the heaviest patient with 
Canes; Patient Lifter; Patient Erector and case and safety $165.00 
Ambulator; Selfhelp Devices; Cerebral Mary Lee Patient Erector and Ambulator — avail- 
Palsy Furniture; Speech Therapy Equip- able in two sizes with or without ambulating gear 
ment. for prolonged erection periods. ; 
DIAGNOSTIC APPARATUS: Chronaxi- 
meters; Dynamometers; Goniometers; Os- 
cillometers; Thermocouples and Skin Ther- Our new enlarged Catalog No. 1054 coming off 
mometers. the press in October. Write for your free copy. 


@ J, A, PRESTON CORP. 


by ONE reliable source 175 FIFTH AVENUE, NEW YORK 10, N. Y. 
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Dallons Laboratories 


proudly presents 

its latest development 
in the field of 

PHYSICAL MEDICINE 


THE 


MEDI-SONAR — 
ULTRASONIC GENERATOR 


The biological effectiveness of Ultra- 
sonic Therapy can be no more precise 
than the instrument used. The 
MEDLSONAR, an ultrasonic gener- 
ator of exceptional precision and 
fidelity, possesses many exclusive 
qualities and demonstrable advan- 
tages. 


Designed exclusively for use by or under the direction of the MEDICAL 
PROFESSION, the MEDI-SONAR is the combined result of many years 
of painstaking research and analysis, of long scientific study and great 
electronic engineering skill. It is made in its entirety — from the quartz 
erystal transducer and sonic heads to the beautiful streamlined cabinets 
— by Dallons Laboratories. Positive, factory-mateching for interchange- 
ability of transducers and generators is your assurance of reliable 
therapeutic output and uninterrupted service. 


The invaluable experience gained as a foremost manufacturer of 
piezo-electric crystal transducers for industrial and government use for 
more than eleven years is now being applied to the production of finer 
precision equipment for the medical profession. 


We cordially invite your investigation of the MEDI-SONAR — the latest 


and most interesting advancement in physical medicine. 


Available to licensed physicians and Hospitals through 
leading Surgical Supply Dealers. For further information, 
technical data, literature, etc. write to the manufacturer. 


Write for Illustrated Folder 


Dallons Laboratories, Ine. 


5066 SANTA MONICA BLVD. 


OUT AND | 


MAIL | NAME 


COUPON | 
I 


LOS ANGELES 29, CALIF. 


Please send full information 


[) Have Representative Call 
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& 
\ 
|i > 
~ 
ll 
CITY 
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MEETINGS OF INTEREST 
TO THOSE IN THE 
FIELD OF PHYSICAL MEDICINE 
AND REHABILITATION 


In this column will be published information 
about meetings of interest to those in the field 
of physical medicine. New data should be sent 
promptly to the office of the ARCHIVES, 
30 North Michigan Avenue, Chicago 2, Illinois 


American Congress of Physical Medicine and 
Rehabilitation 32nd Annual Session, Hotel 
Statler, Washington, D.C., September 6-11, 
1954. Walter J. Zeiter, M.D., Chairman, Con- 
vention Committee, 30 North Michigan Ave.., 
Chicago 2 } 


Chicago Society of Physical Medicine and 
Rehabilitation ReguYar monthly meetings, 
September through May, every fourth Wed- 
nesday. Joseph Koczur, M.D., Secretary-Treas- 
urer, 95 E. Washington St., Chicago 


Latin-American Congress of Physical Medi- 
cine Scheduled for February 15-28, 1954. 
Cassius Lopez de Victoria, M.D., Executive 
Director, 176 E. 71st St.. New York 21. N. Y 


New York Society of Physical Medicine 
Monthly meetings held first Wednesday. Madge 
C. L. McGuinness, M.D., Secretary, 48 E. 62nd 
St.. New York 21, N. Y. 


Pennsylvania Academy of Physical Medicine 
and Rehabilitation Regular meetings on third 
Vhursday of month, held bi-monthly. Secretary, 
J. Murl Johnston, M.D., 694 Washington Rd.. 
Mt. Lebanon, Pittsburgh, Pa 


American Occupational Therapy Association 


Annual Conference, November 13-20, 1953, 
Shamrock Hotel, Houston, Texas. Marjorie 


Fish, OTR, Executive Director, 33 West 42nd 
Street. New York 18, N. Y. 


ACTIVELY ond 


the 
Vaso-Pneumatic 
OPERATE DISTALLY: 
To increase arterial blood flow. 
OPERATE PROXIMALLY: 
To increase venous and lymphatic return. 


A series of quickly applied Neoprene cuffs are auto- 
matically inflated and deflated to produce a band of 
pressure that progresses up or down the arm or leg 
with a PERISTALTIC MOTION. 


Usual treatment time 15 minutes. 


Send for further information 


POOR & LOGAN MFG. CO. 


7319 VARNA AVE., NORTH HOLLYWOOD, CALIF. 


DIRECTIONALLY 
ip 
| 


designed for 


™ scientific, comfortable 
lumbosacral support | 


Camp lumbosacral supports for men pro- 
vide extension over the lumbar region 

. - and the proper amount of support at 
the proper points. They're economically 
priced . . . immediately available. Their 
comfort encourages patient cooperation in 
their use. 


Medial snap button front closure 
PLUS three hook and eye safety 
catches for easy, positive closing. 


Triple side adjustment , . . lets 
you concentrate the support in 
the proper place in the proper 
amount 


Two stainless steel stays inserted 
in garment with two additional 
casings for insertion of extra 
stainless steel stays for additional 
reinforcement when necessary 


S. H. CAMP and COMPANY, JACKSON, MICHIGAN 
World's Larzest Manufacturers of Scientific Supports 
OFFICES AT: 200 Madison Ave., New York; Merchandise Mart, Chicago 
FACTORIES: Windser, Ontario; London, England 
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Announcing 


The Annual Essay Award 


sponsored by the 


AMERICAN CONGRESS OF PHYSICAL 
MEDICINE AND REHABILITATION 


To stimulate interest in the field of physical medicine and rehabilita- 
tion, the American Congress of Physical Medicine and Rehabilitation will 
award annually, a prize for an essay on any subject relating to physical 
medicine and rehabilitation. The contest, while open to anyone, is primarily 
directed to medical students, internes, residents, graduate students in the 
pre-clinical sciences and graduate students in physical medicine and re- 
habilitation. The Annual Awards Committee suggests that members of the 
American Congress and American Society of Physical Medicine and 
Rehabilitation bring this announcement to the attention of interested 
persons. The following rules and regulations apply to the contest: 

|. Any subject of interest or pertaining to the field of physical 
medicine and rehabilitation may be submitted. 

2. Manuscripts must be in the office of the American Congress of 
Physical Medicine and Rehatilitation, 30 N. Michigan Ave., Chicago 2, not 
later than June |, 1954. 

3. Contributions will be accepted from medical students, internes, 
residents, graduate students in the pre-clinical sciences, and graduate 
students in physical medicine and rehabilitation. 

4. The essay must not have been published previously. 

5. The American Congress of Physical Medicine and Rehabilitation 
shall have the exclusive right to publish the winning essay in its official 
iournal, the ARCHIVES OF PHYSICAL MEDICINE AND REHABILITATION. 

6. Manuscripts must not exceed 5000 words (exclusive of headings, 
references, legends for cuts, tables, etc.), and the number of words should 
be stated on the title page. An original and one carbon copy of the manu- 
script must be submitted. 

7. The winner shall receive a cash award of $200, a gold medal 
properly engraved, a certificate of award and an invitation to present the 
contribution at the 32nd Annual Session of the American Congress of 
Physical Medicine and Rehabilitation at the Hotel Statler, Washington, 
D. C., September 6-11, 1954. 


8. The winner shall be determined by the Annual Awards Committee 
composed of four members of the American Congress of Physical Medicine 
and Rehabilitation. 

9. All manuscripts will be returned as soon as possible after the name 
of the winner is announced. 

10. The American Congress of Physical Medicine and Rehabilitation 
reserves the right to make no award if, in the judgment of the Annual 
Awards Committee, no contribution is acceptable. The Congress may also 
award certificates of merit to contributors whose essays may be considered 
second and third best submitted. Announcement of the winner wili be made 
after the annual meeting. Officers and members of the American Congress 
and the American Society of Physical Medicine and Rehabilitation are not 
eligible for this award. 
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V= velocity 
frequency 


A= Wavelength Ani HOC!’ 


THE BIRTCHER ULTRASONIC UNIT 


avatlable to the Medical Profession 


The Birtcher Corporation announces the new Ultrasonic 
Model U-101—a development based upon seven years of re- 
search, supported by clinical studies for two years in twenty 
medical university hospitals throughout the United States. 
Kully licensed under patents, certihed under 

K.C.C. regulations, tested and approved 

by Underwriters Laboratories. 


Limited qaantities now availahl 


Check the accurate 
Specifications for yourself. 


Send for our free, 
detailed brochure today. 


} ! 
» the address below 


to: THE BIRTCHER CORPORATION, pept.a-i0 
4371 Valley Bivd., Los Angeles 32, Calif. 


Dr 
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